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Abstract
This study represents an attempt to describe the quality of life (QOL) of construction 
workers’ children in Bangkok, Thailand, by a multi-method approach. It began with 
the development of the QOL Measure for children aged 5-8 years. The underlying 
concepts and structure of the measure were based on the WHOQOL (The World 
Health Organization Quality of Life Assessment). Focus group interviews were used 
to examine whether the WHOQOL structure was relevant to the conceptualisation of 
the QOL among Thai children and the mothers. The data gained from focus group 
interviews enabled two sets of questionnaires to be developed - a Child’s form and a 
Carer’s form. After that, the measures were piloted with groups of construction 
workers’ children and urban children, as well as their carers, and the data obtained 
showed that the children’s perceptions mostly corresponded to that of their carers. The 
preliminary psychometric properties of the measures were investigated. In addition, 
the item analysis was done to select the most appropriate items for the new version 
scales which were used to collect data from 496 pairs of children and carers in 
Bangkok during July 4th - September 19th 1997.
The data obtained showed that the QOL of construction workers’ children was 
poorest in the environmental domain, when compared to that of urban children, or 
when compared to the other domains of their lives, even when compared with their 
own expectations. The study then proceeded to investigate the relationships between 
some selected factors:- the personal background factors, the general health factors, the 
social/environmental factors and the importance of QOL- and the children’s QOL. It 
was found that most variables in those factors, as proposed in the conceptual 
framework of this study, were related to the children’s QOL. The father’s income was 
the best predictor among variables in the personal background factors, while types of 
house and school, modes of transportation to school and the amount of time that the 
child spent on extra study courses were the particularly significant variables among 
the social/environmental factors. Among all these significant variables, it was found 
that the importance of QOL had a significant and reciprocal relationship to the child’s 
QOL. The simultaneous equation models obtained from this analysis could explain 
about 29% of the variability in the child’s QOL.
The empirical findings from the previous stages enable us to identify the social 
policy involved in the problematic areas in the lives of construction workers’ children. 
These were the Labour Protection Law and the Social Security Act. The policy 
analysis established that those children whose parents were construction workers in 
small establishments (less than 10 workers), constituted the most vulnerable group in 
terms of the lack of any form of occupational welfare and social security. The results 
from the study provide some ideas and recommendations to improve the QOL of 
construction workers’ children. In addition the lessons drawn and the experience 
gained from the study of children’s QOL contribute some recommendations to further 
studies in this field.
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When contemplating a beautiful painting, we may appreciate its beauty and admire the 
artist at the same time. We may even want to know more about the artist and the cause 
of his or her inspiration. It is the same when people look at a magnificent building; 
they admire the architect and his ability but few people think about the builders who 
have given reality to the architect’s vision. There is a saying in Thailand that ‘farmers 
are the backbone of the country’, because Thailand is an agrarian nation. If, however, 
we consider the industrial sector of the nation, which contributes significantly to the 
economic growth of the country, it is reasonable to claim that it is construction 
workers who are the backbone of the infrastructure development. When we look at the 
city of Bangkok with its many tall buildings, crowded roads and web-like, expansive 
expressways, we do not always think about the lives of the construction workers, how 
they live and their families’ quality of life.
This thesis represents an attempt to describe the quality of life (QOL) of an 
underprivileged group of children in the Bangkok Metropolis, Thailand: the children 
of construction workers. The first part of this chapter describes how this issue inspired 
me to devote my time and efforts, over three years, in study. It is then followed by the 
objectives of my research and the methods used. An outline of the remaining chapters 
is presented at the end of this chapter.
1.1 Background
During the period of the Sixth and Seventh five-year National Economic and Social 
Development Plans (1987-1991 and 1992-1996), Thailand achieved an exceptional 
record of economic development. Some of the indicators were the maintenance of an 
annual average growth of GNP during the years 1980-1990 at 7.6% and the rise of 
GNP per capita from 1,420 US$ in 1990 to 1,628 and 1,840 US$ in 1991 and 1992 
respectively (IMFJ, 1994; United Nations, 1995; and WHO, 1995). Unfortunately, this 
increased wealth has not been distributed equally in terms of social groups and 
geography. The gap between the rich and the poor has grown wider and wider. Most 
of the poor who lived in rural areas have migrated to the big cities, especially
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Bangkok Metropolis, in order to seek a better life. The statistics reveal that about three 
million people from other provinces came to work in the industrial sector, 67% of 
them being unskilled workers. They became ‘blue collar workers’ such as construction 
workers. Statistics from the Department of Social Welfare and Labour Protection 
(1995b) showed that there were 666,131 construction workers in Bangkok in 1995, 
accounting for more than 50% of all the construction workers in Thailand (1,188,249).
This phenomenon is also mirrored by the findings of the WHO (1997b) which 
reported that industrialisation has fuelled increased migration from rural areas to the 
cities. Many large cities in the region are not able to provide basic services for their 
residents. This rapid urbanisation has already brought with it many health problems 
associated with overcrowding such as inadequate water and sanitation facilities, slums 
and drug abuse, among others.
Before proceeding to the next sub-section, on the nature of the problems which 
those construction workers and their families have to face, I will first devote some 
space to give some background information on construction work and workers in 
Thailand.
1.1.1 Background information on construction work and workers in Thailand
There are many types of construction work, for example: accommodation, public 
buildings, industrial buildings, business buildings, roads and bridges etc. The process 
of construction can be crudely divided into ten steps as follows:-
1. Ground preparation
2. Site preparation comprising site survey, field erection of site office, tool 
room and accommodation for workers.
3. Casting concrete piles
4. Laying foundation
5. Casting column
6. Casting concrete floor or using pre-fabricated floor
7. Laying of brick, surface finishing
8. Roofing
9. Installation of accessory equipment
10. Interior decoration, house-keeping and site-delivery
2
There are two main groups of construction workers. Firstly, there are the 
unskilled workers whose jobs are such as digging the ground, porterage, mixing 
cement, cleaning the surfaces etc. Most of them are daily allowance workers, who 
earn about 70-120 baht (about £1-2) per day. Secondly, skilled workers (for example, 
carpenters, iron workers, brick layers, plumbers, glaziers and painters) get higher pay, 
about 110-150 baht per day (about £2-2.5). Most skilled workers are male while 
almost all female and children workers are unskilled.
A survey conducted by a multidisciplinary research team at Chulalongkorn 
University (1995) reported that 88% of the workers had migrated from the Northeast 
and North of Thailand and, of these, 88% were married and 87% had received primary 
education. 64% were daily allowance workers without job contract. They usually work 
every day and can take a holiday without payment. When the job finishes they have to 
move to another place. The shelters in which they live are normally temporary 
buildings of wood or zinc plate, with communal bath places and toilets. They are of 
about 10-15 square metres in size, with only one door, no window, and are built in 
rows according to the number of the workers. Normally, the workers will move to live 
on the construction site during the third to the eighth stage of construction. After that, 
the companies tend to hire sub-contractors to do the remaining jobs.
The establishments with less than 500 workers tend to let their workers live on 
the construction site, while the bigger ones may provide houses for their workers in 
labour camps, which are far away from the places of work. The welfare benefits 
provided for the workers vary from company to company. Some big companies (with 
more than 500 workers) have day-care centres for children and some provide 
transportation to school for children (see further details in Chapter 7 section 7.3). 
These workers have better living conditions than those who work for the smaller 
companies.
1.1.2 The nature of the problems of construction workers’ children
Some construction workers did not come to Bangkok alone. They also brought their 
wives and children along. Nowadays, there are about 30,000 construction workers’ 
children, growing up in this poor environment. They live and play near the 
construction sites which are hot, dusty, and dangerous places for children. The 
previously mentioned survey on the social and health problems of construction
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workers, conducted by a research team at Chulalongkorn University (1995), identified 
some of the problems associated with this poor working and living environment, 
especially the poor sanitation of their living places. Among a sample of 800 workers 
(467 male and 333 female), 64% of male workers and 15.9% of female workers drank 
alcohol, either occasionally or every day. 72.4% and 10.8% of male and female 
workers respectively smoked cigarettes. They also engaged in other risky behaviour 
such as taking amphetamine (about 3.4% in both sexes). They also have other health 
problems, such as stress and work-related accidents. Many of them experience 
problems with child- rearing because both spouses have to work in order to earn 
enough to live. Some send their children back to relatives in the provinces while 
others bring their children to the construction sites and let them play around while 
they (the parents) are working. Figures from this research show that 52.5%, 86.6% and 
77.8% of children aged 0-5, 6-8 and 9-15 years respectively did not stay with their 
parents. Among those 9-15 year-olds who were in the study age, 10% did not go to 
school.
The Thai government was aware of problems related to youths and had set up, 
under the National Research Council, the Centre for Studies and Research on Youth 
Problems in 1963. This centre was later upgraded as a government department and 
renamed the “National Youth Bureau” (NYB, 1993). The government explicitly 
demonstrated its attention to the problems of young people by adopting, in 1991, the 
World Declaration on the Survival, Protection and Development of Children. As a 
result of this, the National Declaration on Children has been developed and officially 
announced; and the NYB has been assigned with responsibility in this matter (NYB,
1991).
On December 20-21, 1990, NYB and UNICEF organized a workshop on 
Children in Especially Difficult Circumstances (CEDC) to provide an opportunity to 
focus attention on the situation of CEDC. There was a wide range of participation 
from both government and non-governmental sectors. The summary report (NYB, 
1990a), arising from the group discussion on construction workers’ children, mentions 
five main problems relating to this group of children:
Firstly, they are prone to suffer accidents and be injured because most of them 
live near the construction sites, their parents having to work all day. The injuries vary 
from stepping on nails and being pierced by wood or sharp instruments, to more
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serious accidents such as falling into a hole or being hit by construction materials (see 
details of examples of these accidents in Appendix 1).
Secondly, they have a poor housing and sanitation environment because they 
live in temporary houses built in rows, according to the number of workers, near the 
construction site. The size of these shelters is only about three by four metres, with 
only one room and no window. The workers usually cook outside the houses and have 
to share toilets and open-air baths or bathrooms. In most locations there is a lack of 
proper water drainage and rubbish treatment so that the workers and their children 
have to live in an unpleasant and unhygienic environment, both inside and outside 
their houses.
Thirdly, there is a lack of proper education because of the nature of their 
parents’ work and low income. The workers have to move from place to place; they 
may live only six months to one year in each place, so their children cannot have 
continuous education. Some of them have to send their children back to live with their 
relatives in their place of origin. In some cases, they do not have a House Registration 
Certificates (see Glossary) so it is impossible to send their children to school.
Fourthly, malnutrition relates to low family income and the ignorance or low 
education of their mothers. According to the study on the “Relationship Between 
Child Rearing and Nutritional Status of Preschool Children in the Bangkok 
Construction Sites” by Limwongthong (1992) using a sample of 100 from 19 
construction sites, it was found that 50% of the children had normal nutritional status 
while another 45% and 5% of them had, respectively, first degree and second degree 
malnutrition (see Glossary). It was also found that the mothers’ beliefs about food 
consumption, the food consumption behaviour of mothers and their child-rearing 
behaviour all had a significant relationship with the nutritional status of their 
preschool children.
Lastly, lack of time to take proper care of their children is another problem. 
Most of the workers have to start work early in the morning and continue until the 
evening every day, without paid holiday. Some of them work overtime to earn more 
money, so they do not have enough quality time to spend with their children. Figures 
from the previously mentioned research show that 53% of the construction companies 
that participated in this study offered no paid holidays for their workers, and the 
average working time was 9-10 hours per day. The situation is worse when both
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husband and wife have to work. Their children may be neglected and hang around 
with other children, leading to further problems like quarrels, drug addiction, child 
labour, sexual abuse and teenage pregnancy (Chitradub and Kanjanawasee, 1997).
The problems and predicaments o f  the construction workers and their families 
have been acknowledged and were drawn to the attention o f  the public about 13 years 
ago when there was tragic news o f  a construction w orker's  child aged one and a half 
years old. who fell into a pile hole while playing on a construction site with her 
friends (see detail in Appendix 1). Since then there have been several attempts to help 
this vulnerable group o f  children by. for example, setting up day-care centres on the 
construction sites. These attempts are partly financed from the limited budget o f  the 
Non-Government Organisations and the government (see further discussion in 
Chapter 7 sub-section 7.3.3).
Coming back to the activ ities o f  the NYB regarding the particular problems o f  
construction workers' children, the NYB has formulated the National Policy and Plan 
for Children and Youth Development. One o f  the special plans o f  NYB was to 
promote the QOL o f  Children in Especially Difficult Circumstances (CEDC). These 
children are categorised into four groups i.e. exploited children (e.g. abused children, 
raped children, child labourers and child prostitutes), abandoned children (e.g. street 
children, slum children and orphans), children with behaviour difficulties (e.g. drug 
addicted children and children who get pregnant), and children with physical or 
mental disabilities (NYB, 1995). Construction w orkers’ children were classified, as a 
group, among abandoned children, due to the physical and psychological negligence 
that affects some o f  them, and to their deprivation o f  a good standard o f  living. Since 
then, special attention has been concentrated on extending greater development 
opportunities to these vulnerable and disadvantaged groups o f  children, as clearly 
stated in that part o f  "Development o f  Children in Difficult Circumstances” in the 8th 
National Economic and Social Development Plan , 1997-2001 (National Economic 
and Social Development Board. 1997: Chapter 6).
According to the National Plan o f  Action for Implementing the World 
Declaration on the Survival, Protection and Development o f  Children in Thailand 
(1992-2001). one o f  its eleven stated goals is to protect Children in Especially 
Difficult Circumstances (NYB. 1995). To achieve that goal, there have been calls for 
cooperation among the responsible organisations, legislation and the enforcement or
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amendment o f  existing laws and regulations relevant to the social security and the 
QOL o f  these children. Research or studies on the problems o f  this group o f  children 
are also needed. Since there is neither existing research on the QOL o f  the 
construction workers’ children, nor any previous studies on the laws and regulations 
relevant to their QOL, there was a need for this study to be undertaken.
It is expected that a study o f  the QOL o f  construction workers’ children, 
compared to that o f  urban children, will shed light on which areas or aspects o f  their 
lives are the most important and the most problematic. The outcome o f  the related 
social policy analysis will point out the necessary amendments to the existing laws 
and regulations, which presently do not properly address and respond to the needs and 
sufferings o f  these children. Besides this, the implications gained from this study may 
suggest new measures to promote the QOL o f  construction workers’ children.
1.2 Objectives
1. To develop a self-reported QOL measure for children
2. To assess the QOL o f  construction workers’ children in Bangkok 
Metropolis and to compare it with that o f  urban children
3. To find out the factors relating to the QOL o f  these children, and how 
much these factors can predict their QOL
4. To analyse the social policies relevant to the problematic areas o f  the QOL 
of construction workers' children
5. To develop ideas and recommendations for promoting the QOL o f  
construction workers’ children
1.3 Method  of  Study
The research methodology adopted to fulfill these objectives is a multi-method 
approach which, in the broadest sense, refers to any research that employs various 
research methods to address the research problem or social phenomenon (Brewer and 
Hunter, 1989). Brewer and Hunter explain why the multi-method project has emerged 
as a research style. It is because the nature o f  contemporary social science has 
convinced many researchers that solutions to their research problems require more and 
different kinds o f  information than any single method can provide. In addition, 
solutions based upon multi-method findings are likely to be better - that is, to have a
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firmer empirical base and greater theoretical scope, because they are grounded in 
different ways o f  observing social reality. This research combined the focus group 
interviews, survey research and non reactive research methods to address the problems 
o f  the quality o f  life o f  construction workers’ children in Thailand. Another special 
characteristic o f  this study is that the results or output o f  each preceding stage is used 
as an input in the following stages, so the plan o f  study has been divided into 3 main 
phases. These are as follows:-
Phase 1: Developing a QOL measure for Thai children
This study started by developing the framework o f  the measure, based on information 
on the problems encountered by Thai children, government concerns and the literature 
review. The underlying concepts and structure o f  the measure are based on the 
W HO QO L (The World Health Organization Quality o f  Life Assessment). Focus 
group interviews were used to examine whether the W HOQOL structure was relevant 
to the conceptualisation o f  the QOL among Thai children. Focus group interviews 
were conducted with children and mothers, and then the qualitative and quantitative 
data were analysed. These results enabled two sets o f  questionnaires to be developed - 
a Child’s form and a Carer’s form. These were tested for their preliminary 
psychometric properties and the item analysis was done to select the acceptable items 
for the new version o f  the measures.
Phase 2: Quantitative study o f  the children’s quality o f  life
These measures were used to collect data from construction workers’ children, urban 
children and the carers, and then their psychometric properties were investigated. 
From this phase, the QOL of both groups o f  children were described and the 
problematic aspects o f  life o f  construction workers’ children were identified. Some 
variables in personal background factors (e.g. parent’s education, occupation and 
income), general health factors (i.e. mild, acute, chronic illnesses), 
social/environmental factors (e.g. types o f  house, types o f  school, modes o f  
transportation to school), and the importance o f  QOL were investigated for their 
relationships to children’s QOL. The simultaneous equation models, to predict the 
children’s QOL, were then developed by the Two-Stage Least Square method.
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Phase 3: Social policy analysis
This phase employed the non reactive research method where documents and 
secondary data were analysed. The policies, laws and regulations involved in the 
problematic areas identified in the previous phase, were analysed for their impact on 
the QOL o f  construction workers’ children. Ideas and recommendations for promoting 
the QOL o f  construction workers’ children were then developed.
1.4 Targ et  populat ion
The target population o f  this study was construction workers’ children in Bangkok 
Metropolis, and the selected group for study was children o f  five to eight years. It is 
obvious that the QOL o f  children in any age group is important and needs to be 
promoted. However, the development o f  children in any one age group is different 
from another so the QOL measure developed to be used with one age group will 
probably not be appropriate to be used with another. Since it has been considered that 
the QOL to be measured should come from the perspective o f  the children themselves 
(see further discussion on Chapter 2 sub-section 2.4.1), the group selected for study 
has to be carefully considered. The reasons for choosing the group o f  five to eight year 
olds is because they are the youngest group o f  children who, according to their social- 
cognitive development, are reliable reporters o f  their feelings and experiences 
(Herjanic et. al., 1975; French, Christie and Sowden, 1994). The literature review on 
this matter is reported in Chapter Two (sub-section 2.4.2). In addition, children in this 
age group are o f  both preschool age and primary school age, whose lives, health, 
education and experience to date are vital to their QOL in the future. Therefore, it was 
decided that children aged five to eight years wmild be the target population o f  this 
study. The sample size and sampling technique will be reported in detail in Chapter 
Five.
1.5 Out l ine  o f  remaining chapters
The following chapter will present the literature review on QOL. The definition and 
assessment o f  QOL will be discussed, followed by the issue o f  children’s QOL and 
how the WHOQOL construct was adopted as the conceptual model o f  QOL for this 
study. Chapter Two also outlines the factors relating to QOL and the conceptual 
framework o f  the quantitative part o f  this research. Chapter Three will explain how
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focus group interviews were used to examine the conceptualisation o f  QOL among 
Thai children and mothers, and to gain baseline information in order to develop the 
QOL measure for children aged 5-8 years. Chapter Four focuses on the pilot study in 
which the measures were tested for their preliminary psychometric properties. This is 
followed by the item analysis, to select the most acceptable items and revise the 
scales.
In Chapter Five, the sampling procedure and method o f  collecting data are 
described, followed by a report o f  the investigation into the psychometric properties o f  
the measures used in this study. The chapter proceeds to the quantitative study o f  the 
QOL o f  children from their own perspective and that o f  their carers. The QOL o f  
construction workers’ children is then compared with that o f  urban children. The 
results described in this chapter respond to the second objective o f  the research and 
will enable us to identify the problematic areas o f  the lives o f  construction w orkers’ 
children.
Chapter Six focuses on the results o f  the investigation into the relationships 
between personal background factors, general health factors, social/environmental 
factors and the importance o f  QOL; and the QOL. It then discusses how to develop the 
simultaneous equation models to predict children’s QOL, by means o f  an econometric 
approach called the Two-Stage Least Square method. The results o f  this chapter 
respond to the third objective o f  the research, while the results o f  Chapters Five and 
Six will lead to narrow down the scope o f  social policy analysis (in Chapter Seven) 
relevant to the problematic areas o f  the lives o f  construction w orkers’ children.
Chapter Seven then looks into the two main laws which are the most 
influential in the problematic areas o f  the lives o f  the target population, i.e. the Labour 
Protection Law and the Social Security Act. These laws are analysed for their impact 
on the QOL o f  construction workers’ children. The thesis concludes in Chapter Eight, 
where the main findings o f  this study are summarised and the ideas and 
recommendations to promote the QOL o f  construction w orkers’ children are 
presented. In addition, this chapter also discusses the lessons learned from the 
development o f  the QOL measure for children (the C-QOL), and the 





The term “quality of life” (QOL) is currently in vogue. It seems to be a powerful 
phrase, not only used in everyday speech but also in various disciplines such as 
sociology, medicine, nursing, psychology, economics and philosophy. In everyday 
usage, QOL has been used to convey a variety of meanings ranging from personal 
indulgence, luxury, a pleasurable sensory experience, privilege, choice and access, 
universal opportunity, social responsibility, shared goal, and effective communication 
to ‘give and take’ (Seed and Lloyd, 1997). It is claimed that, in the United States, the 
phrase ‘quality of life’ has been used since the end of the Second World War to imply 
the ‘good life’ or material affluence, evidenced by possession of cars, houses and 
other consumer goods such as household appliances (Fallowfield, 1990; Flanagan, 
1982). In academic and professional fields, the use of this term in the United Kingdom 
could be traced back at least to the early 1970s, as found in a report on Leisure and the 
Quality o f  Life published in 1977 by Her Majesty’s Stationery Office (HMSO, 1977). 
This was a report of cooperative projects between four government departments and 
local authorities in four urban areas (i.e. Stroke-on-Trent, Sunderland, Clwyd and 
Dumbarton), using locally led campaigns to develop and increase a full range of 
leisure activities. Therefore, according to the project’s experiments, it seems that 
“QOL, at that time, included the sphere of cultural, recreational and sporting activities.
In 1975, the Social Services Research Group conducted a survey of people’s 
attitudes towards QOL in Britain but the sample size was not reported (Abrams, 
1985). People were asked what quality of life meant to them and what sort of things 
they thought of when they heard the words ‘quality of life’. The results reveal that 23 
per cent thought of a happy marriage, a pleasurable home life, affectionate family ties, 
etc.; 19 per cent related QOL to contentment e.g. being content with what one has 
have and a contented outlook. About 10 per cent offered social relationships e.g. 
having good neighbours and having a friend on whom one can rely. These results 
seem to show that the term ‘QOL’ was perceived more as ‘humanistic’ in meaning 
than materialistic.
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QOL is integrated into many scientific disciplines and the concept has an inter­
disciplinary character. This means that QOL is a broad, complex issue which demands 
an exploration beyond the scope of any single discipline, thus creating an opportunity 
to examine professional relations and to generate unifying knowledge. Farquhar 
(1995) suggested that because it is probably the most multi-disciplinary term in 
current use, there is no firm consensus about the meaning of the term nor its 
theoretical concept.
This chapter represents an attempt to understand the definition of the term 
QOL and the assessment of QOL in general literature, before looking further into the 
area of children’s QOL, when we will explore the questions of how we can measure 
children’s QOL and who should be the informant. The remaining part of the chapter 
will respond to the second research question, which is about the factors relating to 
QOL. It will discuss how the conceptual framework of the quantitative part of this 
study has been developed.
2.2 Definition of Quality of Life
There have been several attempts to define the term “quality of life” and each 
definition reflects the notion upon which it is based. Some definitions also show how 
QOL should be assessed. This is important, because how the QOL is assessed and 
how wide aspects of life can be covered, depends largely on how the researcher 
defines and operationalizes the term QOL.
QOL was once viewed and measured in terms of physical necessities such as 
food, shelter, heat, security, and how satisfied people were with resources (Seed and 
Lloyd, 1997). Later, other aspects such as health and psychological aspects were 
included. Bury (1994), for example, proposed that QOL involved four dimensions i.e. 
health and functional status, socio-economic status, life satisfaction and self-esteem. 
Shin and Johnson (1978), another example, stated that happiness (by which they mean 
QOL) comprised the possession of resources; the satisfaction of needs, wants and 
desires; participation in self-actualising activities and in comparisons with others and 
past experience. This definition reflects the notion that satisfaction is influenced by 
social comparisons which can be identified at three broad levels (Abrams, 1985; 
Skevington, 1994; and Argyle, 1996). At an individual or intrapersonal level, 
individuals may compare their QOL now with their past experience. Secondly, at an
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interpersonal level, people compare their QOL with that of others whom they know; 
and thirdly, at a sociocultural level, in which people’s condition may be compared 
with society’s expectations of how they should be.
Coming back to the issue of QOL, there has been a growing awareness that 
quality has to be considered alongside quantity, even including the level of provision 
of basic essentials such as food and shelter, as well as the less essential items in daily 
living. Likewise, the issue of health service provision was considered not only in 
terms of mortality or morbidity rates but also in terms of what their QOL will be after 
the treatment. The need to assess the QOL has increased because of the advances in 
medical intervention to cure fatal diseases, relieve symptoms and prolong the life of 
patients with chronic diseases (Boggs, Graham-Pole and Miller, 1991; Eiser, 1995; 
Goodwin, Boggs and Graham-Pole, 1994). Although the health status of patients is 
improved by medical intervention, there are some negative consequences of frequent 
periods in hospital, intrusive medical procedures, complications following completion 
of therapy and some distressing side-effects. Hence, there is growing interest in the 
inclusion of QOL outcome measures in clinical trials to evaluate not only the length of 
survival but also the efficacy of the survival.
The problem found in the literature review is that most studies of QOL after 
various therapies are hampered by poor design and inadequate assessment methods 
(Bowling, 1993). Fallowfield, while attempting to outline a reasonably comprehensive 
definition of QOL, reported that some researchers simply labelled their questionnaire 
as the ‘quality of life measure’, but they used a ‘ludicrously’ narrow definition of the. 
concept, such as ‘ability to return to full-time paid employment’, or ‘ability to manage 
household tasks’ (Fallowfield, 1990:32).
In order to solve the problem of there being no single, universally accepted 
definition of QOL, Spilker (1990) - editor of the book ‘Quality of Life Assessments in 
Clinical Trials’- proposed the adoption of a general definition as developed by 
Schipper, Clinch and Powell, co-authors of the book. Their definition of QOL was 
ithe functional effect o f  an illness and its consequent therapy upon a patient, as 
perceived by the patient ’. They had also proposed four broad domains which 
contribute to QOL i.e. physical and occupational function, psychological state, social 
interaction and somatic sensation (Spilker, 1990: 6,16). This definition reflects the 
multi-dimensional view of QOL but it is a disease-oriented definition. This restricted
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view of ‘health’ may, in my view, limit its applicability to other health-related QOL 
studies, as will be further discussed in the following sub-section.
Woodill et al. (1994) put forward the idea that the quality of a person’s life 
does not necessarily reflect the quality of resources that are available, the quality of 
care that is given, or the quality of services that are provided. These things obviously 
influence how good one’s life is, but they cannot, by themselves, ensure that a person 
has a ‘good life’. They can provide opportunities, but even the best resources, care and 
services do not always result in people considering their lives as ‘good’. Taking his 
point, QOL is basically recognised as a concept encompassing more than adequate 
physical well-being. It also includes perceptions of well-being, a basic level of 
satisfaction and a general sense of self-worth. It is an abstract and complex concept 
comprising multi-dimensional areas, all of which contribute to holistic, personal 
satisfaction. There are several recent works that consider QOL as a multi-dimensional 
concept. For example; Lindstrom (1994) proposed that, semantically, QOL is the 
description of two words: quality and life. Quality means the characteristics of 
something, often indicating a positive value or a high degree. Life or existence has a 
biological explanation as well as a philosophical and religious one. He finally 
suggested that quality of life is the total existence of an individual, a group or a 
society, describing the essence, as measured objectively and perceived subjectively by 
the individual, group or society. This definition leads him to shape his conceptual 
framework of QOL in four spheres i.e. global, external, interpersonal and personal 
spheres, which will-be discussed later infection 2.6. _____
Woodill and his research team, in an-attempt to develop the QOL measure for 
persons with developmental disabilities (Woodill et al., 1994), defined QOL as “the 
degree to which the person enjoys the important possibilities of his or her life”. The 
term ‘possibilities’ refers to the constraints and opportunities within a person’s life, 
and is classified into two types - those which are determined and those which are 
created. Determined possibilities are not under a person’s direct control (e.g. a 
person’s gender, race and inherited physical disorders, historical time of birth, etc.). 
Created possibilities are those over which the person has some degree of control, 
including the decisions and choices a person can make (e.g. choosing friends, deciding 
to take a holiday in a particular place). According to this definition, many possibilities 
occur at any given point in a person’s life. Some of these possibilities will be
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important or meaningful and then have significance for his or her quality of life. It is a 
good way of assessing a person’s QOL, but it might be complicated to compare the 
data from different persons, since the significant possibilities of each individual may 
differ.
Schalock (1994) defines QOL as a subjective phenomenon, based on a 
person’s perception of various aspects of life experiences including personal 
characteristics, objective life conditions, and significant other factors. She points out 
that some of the QOL indicators are objective (such as ownership of home, activities 
of daily living, health status, social involvement), some are subjective (such as 
choices, autonomy, relationships), and some are interactive (such as social support 
and the fit between the person and his/her environment’s demands). These three 
categories (objective, subjective and interactive) support the notion that QOL requires 
not only an objective or subjective dichotomous approach but a holistic approach.
While the list of definitions seems to be endless, we need to come to a 
conclusion as to which definition we are going to adopt for this study. However, it is 
not the objective of this study to pile up the field with yet another definition, but 
carefully to select the existing one which is most suitable in terms of the notion it is 
based upon and its applicability to cover the target population. As mentioned before, 
how the QOL will be assessed, (including how wide aspects of life can be covered) 
depends largely on how the researcher defines and uses the term QOL, or in short: the 
definition o f  QOL has profound implications for how it is measured (Gotay et. al.,
1992). Since the population of concern to this study, construction worker’s children, - -  
has a broad range of health status, across the sickness and well continuum, and 
because of the underprivileged nature of this group, it is important to obtain an 
instrument which covers the widest range of dimensions across the QOL spectrum.
This is a reason that, eventually, the definition developed by a group of experts in this 
field called the WHOQOL Group, was adopted as the basis for this study. This Group 
has taken the view that QOL is best measured by looking at people’s subjective views 
about their lives. It defines QOL as “the individuals ’ perception o f  their position in 
life, in the context o f culture and value systems in which they live and in relation to 
their goals, expectations, standards and concerns” (WHOQOL Group, 1995a: 1405). 
Apart from this definition, the WHOQOL Group proposed a QOL structure containing 
24 facets subsumed in 6 domains i.e. physical; psychological; levels of independence;
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social relationships; environment and spirituality, religion and personal beliefs 
(WHOQOL Group, 1998). The WHOQOL’s definition is adopted here not only 
because it covers a wide range of aspects of life but also because I concur with its 
notion that QOL should be viewed as the individual’s perception or subjective 
evaluation of various aspects of his/her life and in relation to his/her goals or 
expectations. This also corresponds to the ideas, proposed by Schalock (1994), 
Woodill et al. (1994) and Shin & Johnson (1978), which have been mentioned before.
2.2.1 Health-Related QOL
Before proceeding to the next section on assessing QOL, it is important to state what 
we mean by the term ‘health-related QOL’. Some authors define it in quite a rigid 
way. Pal (1996), for example, held that health-related QOL refers only to those 
dimensions which can be affected by health service intervention. He also proposed 
that health status, health function and health attributes are all broadly synonymous. 
Spieth and Harris (1996) gave a broader definition that health-related QOL refers to 
the subjective and objective impact of dysfunction associated with an illness or injury, 
medical treatment and health care policy.
To define heath-related QOL in terms of health service is too rigid because 
‘health’ is not just ‘health service’. For example, the issue of environment, which is 
definitely related to health, would not be considered as health-related, according to 
Pal’s definition, since it is not affected by health service intervention. Moreover, 
health service intervention is. time and place specific because medical technology will 
change over time and will vary between countries. Therefore it is not proper to define 
health-related QOL in terms of health service intervention.
Spieth and Harris’s definition is broader than Pal’s because they considered 
not only illness and medical treatment but also health care policy. However, to refer to 
‘health-related’ as ‘the impact of dysfunction’ may also be found to be a restrictive 
view, since it considers ‘health’ in a negative sense and in only a functional state. This 
is not in accordance with the broad-based definition of health provided by the World 
Health Organisation (WHO, 1947:29) which describes it as “a state of complete 
physical, mental and social well-being and not merely the absence of disease or 
infirmity”.
16
Several others argue against a narrow medical model of health care that 
ignores social and economic determinants of health. They also object to the narrowing 
of focus involved in QOL instruments (Harwood and Ebrahim: 1991; Orley and 
Kuyken, 1994; Szabo, 1996). Therefore, there is now broad agreement that health- 
related QOL is a multi-dimensional construct covering physical, emotional, mental, 
social and behavioural components of well-being and function as perceived by 
patients and/or all observers (Bullinger and Ravens-Sieberer, 1995). Health-related 
QOL can be assessed by generic or specific measures. Generic measures assess the 
range of dimensions that comprise QOL and they are applicable to all people, while 
specific measures concern particularly disease, function, or population (Spieth and 
Harris, 1996).
The measure which is being developed for this study should be a health-related 
QOL measure according to the broad definition of health, and a generic one to cover 
the widest range of dimensions across the QOL spectrum of the target population.
2.3 Assessment of QOL
In the arena of debate for the assessment of QOL, there are some main areas of 
controversy, for example; the notions of objective and subjective measure, generic 
and specific measure and dimension of QOL. It may be advisable to discuss these 
issues before proceeding further. Therefore, each of these controversies will be 
elaborated below.
2.3.1 Assessor or assessed persons basis
This is the problematic starting point for the empirical science of quality of life 
research. Should the measure be generated by the investigator or by the subject of the 
study? Nordenfelt (1994) proposed two strategies:- one more collective and 
paternalistic, the other more liberal and individualistic.
The paternalistic strategy is characterised by the way that groups of experts 
decide what is the essence of QOL and set the scale of measuring. If the experts 
establish the basis for assessment on a particular theory and their own consensus- 
reasoning, Nordenfelt called that “a priori fashion”. Another fashion that seems more 
“posteriori” or democratic would involve making decisions based on an empirical 
investigation of people’s preferences. The paternalistic strategy was used in the
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developing process of several QOL measures, for example, the TACQOL (Vogels et 
al., 1998) which the investigators generated and for which they selected the items, 
based on the existing literature and their psychological and clinical experience (see 
Table 2.3).
The individualistic strategy has the basic assumption that there is no general 
instrument for measuring QOL, or at least there is no presupposition that such an 
instrument is available. The researcher or person who is responsible for assessing, 
permits the subjects themselves to make the evaluation. The subjects can thus make 
their life-evaluation according to their own preferences. Campbell, Converse and 
Rogers (1976), for example, used this method in asking the population what areas of 
life were perceived as most important, using about 100 alternatives. Through various 
statistical methods, they ended up with 12 areas which were later used in interviews. 
Flanagan (1982), on the other hand, asked 3,000 people of different socio-economic 
and age groups in the United States about what they did or what had happened to them 
in the past that had significantly positive and negative effects on their lives. 6,500 
critical incidents were collected. These incidents were finally grouped into 15 factors 
subsumed in 5 dimensions of QOL i.e. physical and material well-being; relations 
with other people; social, community and civic activities; personal development and 
fulfilment and recreation.
Both strategies have been considered plausible but investigation is needed into 
more practical ways of adopting them. The former strategy may have advantages in 
terms of being theoretically sound and more manipulable, while_a measure developed 
from the latter strategy may work well with the population under study but could not 
be applied to other groups of people. A synergy of both strategies would therefore, 
probably be the solution. Several measures were developed on these combined 
strategies, indicating that it is possible to do so. An example is the Paediatric Asthma 
Quality of Life Questionnaire, in which the items were generated from discussion with 
patients, parents and health professionals and then further identified by children with 
asthma (Juniper et al., 1996). The WHOQOL (The World Health Organization 
Quality of Life Assessment), which provides the basis for this study, was also 
developed on these combined strategies (see details in section 2.3.6).
2.3.2 Objective and subjective measures
QOL measures can be objective, focusing on conditions such as standard of housing, 
income and level of education and/or subjective focusing on perceived satisfaction 
with life. As Offer (1996) observes, the difference is that subjective approaches refer 
to individuals’ subjective feelings about particular states of being, while objective 
approaches rely on external normative criteria. There are arguments on the advantages 
and disadvantages of each method. Zhan (1992) pointed out that objective indicators 
o f QOL (such as income, employment, education, physical function, housing and 
purity of air) may identify some inequalities, anticipate public demands and predict 
trends. She argued that, as the level of education rises, medical care advances, the 
amount of sub-standard housing is reduced, and the purity of the air and water is 
increased, but that it does not guarantee that the QOL is enhanced. Her idea accords 
with Campbell’s (1976a: 3), who called objective indicators, ‘surrogate indicators’, 
and who argued that while objective indicators describe the conditions of life that 
might be assumed to influence life experience, they do not directly assess the 
experience. While subjective measures do not necessarily have the precision of 
indicators expressed in dollars or units of time, they will have the great advantage of 
dealing directly with what it is we want to know- the individual’s sense of well-being 
and the degree to which he or she can participate in human experience.
There was an interest in a subjective measure in many countries, partly due to 
a lack of confidence in the correlation between objective indicators and QOL. For 
example, Schneider (1975: 505) investigated the inter-correlation between objective 
life conditions, measured by over thirty objective indicators, and the level of 
subjective life satisfaction of the people in 15 of the largest cities in the United States. 
He concluded, “we have found no relationship exists between the level o f  well-being 
found in a city and the QOL subjectively experienced by individuals in that city”. He 
therefore suggested that objective social indicators cannot be taken as direct measures 
of the QOL actually experienced by an individual. Another research in Canada (Kuz, 
1978) pointed to similar conclusions. Kuz undertook a study in Manitoba based on 
twenty-one objective indicators and thirteen subjective measures. He concluded that 
QOL research using only objective variables is highly suspect in that it provides only 
one aspect of a multidimensional problem and that the subjective realities are equally 
important to overall QOL. Kennedy, Northcott and Kinzel (1978: 464) in a study of
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social indicators for Edmonton, Alberta, found similar results and suggested that “ the 
reasons for this low or lacking relationship between objective states and subjective 
perceptions lie in the fact that different individuals can be satisfied or dissatisfied by 
the same objective conditions”.
The WHOQOL group also decided to use a subjective measure of QOL, giving 
the reason that a subjective measure makes it much easier to have an internationally 
comparable instrument. For example, it is easier to compare the degree of people 
satisfaction with their living space than to try and find some way of comparing the 
actual living space of a pavement dweller in Calcutta with that of a psychologist in 
New York (Orley, Saxena and Herrman, 1998: 292).
After considering the controversy on objective and subjective measures of 
QOL, I formed the view that QOL is best measured by studying people’s subjective 
views about their lives. It will be more valid and meaningful to describe the QOL of 
the people as they really perceive it rather than by describing the conditions in their 
lives. However, objective indicators are also considered important to this study but 
they have a different role to play, which will be discussed in subsection 2.5.
2.3.3 Generic and Disease specific measure
Some instruments for assessing QOL have been developed for those with particular 
diseases or conditions, whereas others are generic, applicable to virtually all people. 
Guyatt, Feeny and Patrick (1991) proposed a taxonomy for instruments based on their 
scope (the_ extent o f coverage of what we mean by_ health-related QOL) and 
applicability (to a specific group, or to all populations, whether sick or healthy). 
Specific instruments focus on a single condition, disease, function, or population. 
Generic instruments, such as health profile and utility measures, cover a broad range 
of function, disability and distress and are intended for use in a wide range of 
conditions. Health profiles are single instruments that measure different aspects of 
life, using a single psychometric approach and sharing a common scoring system. 
These scores can be aggregated into a small number of scores in a profile or a single 
score referred to as an index.
The rationale for disease-specific instruments is that there are particular issues 
that contribute to a much greater extent to the QOL of people with a certain disease. A 
more specific measure will be more sensitive to changes in that condition. Generic
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measures have the advantage where comparisons between individuals and disease 
groups are to be made, and allow comparisons with healthy groups (Eiser, 1997). 
Disease-specific measures are preferable where the concern is with the implications of 
a particular condition, or where changes in some specific health conditions are to be 
monitored, as in clinical trials or evaluating the effectiveness of intervention.
When a disease-specific measure is used to assess a particular aspect of QOL 
of a subject, say pain in a person with arthritis, Orley et al. (1998) argued that it 
should inquire about all facets of QOL. The QOL of such a patient is adversely 
affected to the extent that the disease and the pain impact upon many of the facets of 
life. An instrument which focuses on assessing pain only is not exploring the effect of 
pain in QOL. They stressed that, although the instrument may be able to detect 
changes brought about by relief of pain, such changes should not necessarily be taken 
to imply that the overall QOL of the subject has improved. For these reasons, there are 
strong arguments for using generic instruments.
In the meantime, generic measures have some limitations, as summarised by 
Spieth and Harris (1996). Firstly, there are a small number of well-validated global 
QOL rating scales. Secondly, global measures provide only a crude estimate of QOL, 
and, thirdly, they represent an average of patient functioning across domains and do 
not capture differential ratings. Spieth and Harris concluded that although the 
advantage of generic measures is that the results can be compared across studies and 
illnesses, their disadvantage is that they may lack precision and sensitivity. By the 
way, that seems to be only an ostensiblecomment because there are some generic ____ ^ 
measures, for example, the UK WHOQOL, that show excellent properties of 
sensitivity (Skevington and Wright, submitted).
According to the literature referred to above and the characteristics of the 
population of concern, there is no doubt that the measure suitable for this study should 
be a generic one. The more important questions concern how many domains, and 
which domains should be included in the measure. The following sub-sections will 
respond to this question.
2.3.4 Selection of domains of QOL or QOL construct to be measured
As suggested earlier, there is an agreement in the literature that QOL is a multi­
dimensional construct comprising several domains (Naess, 1987; Fallowfield, 1990;
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Spilker, 1990; Bullinger and Ravens-Sieberer, 1995; Spieth and Harris, 1996). The 
multi-dimensional approach originated with the WHO’s definition of health (WHO, 
1947), which identified three dimensions: physical, mental and social, has become the 
cornerstone of the QOL construct. It has been expanded to more QOL domains by 
other researchers for example:-
Flanagan (1982), as previously mentioned in sub-section 2.3.1, could identify, 
by the critical incidents technique, 15 factors subsumed into 5 domains of QOL. 
Those are physical and material well-being; relations with other people; social, 
community and civic activities; personal development and fulfilment and recreation. 
Of all 15 factors, he reported that health and personal safety; close relationship with 
spouse and work that is interesting, rewarding and worthwhile were regarded as the 
most important factors by the male and female samples aged 30-50 years.
Naess (1987), a Norwegian psychologist, proposed that a person’s QOL has 
four components i.e. activity, good interpersonal relations, self-esteem and a basic 
mood of happiness. These central components can then be divided into 11 
dimensions:- enmeshment, energy, self-realisation, freedom, intimate relations, 
friendship, self-confidence, self acceptance, emotional experience, security and 
happiness.
Fallowfield (1990) proposed four core domains of QOL. Firstly, a 
psychological domain comprising typical items on depression, anxiety and adjustment 
to illness. Secondly, he proposed a social domain with items on personal and sexual 
-  relationshipsjind engagement in social and leisure activities. Thirdly, he_proposed an 
occupational domain comprising items on ability and the desire to carry out paid 
employment and ability to cope with household duties and, fourthly, a physical 
domain with items on pain, mobility, sleep, appetite and nausea and sexual 
functioning.
I formed the view that Naess’s domains focus mainly on psychological and 
social aspects, so they will not be able to reflect other important aspects of a person’s 
life. Fallowfield’s domains are broader but they still lack concern about some other 
important domains such as the environmental, which is very important to health. Both 
Naess and Fallowfield derive from the paternalistic approach on the basis of the 
knowledge and experience of the expert, while Flanagan’s domains were developed 
from the individualistic strategy.
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Brock (1993), in his article on “Quality of Life Measures in Health Care and 
Medical Ethics”, (derived from the literature in medical ethics and health policy), 
concluded that there are four components of a good life or quality of life. Those are, 
firstly, the primary functions which are used in carrying out any life plan, such as 
well-functioning organs, mobility and ability to communicate. Second are agent- 
specific functions, which are those that are used in carrying out an individual’s life 
plan in particular e.g. functional capabilities to do highly abstract reasoning of the sort 
required in mathematics or philosophy and the physical dexterity needed for success 
as a musician, surgeon or athlete. Third, desire fulfilment describes the particular 
desires pursued by people on particular occasions to achieve their aims and activities. 
Fourth is happiness, which represents a person’s subjective conscious response, in 
terms of enjoyment and satisfaction to the life he or she has chosen, the activities and 
the achievements it contains. His four components may help us to understand what 
makes a life good, but it provides little on how one’s QOL can be measured. 
According to his agent-specific functions and desire fulfilment components, different 
persons have their own particular desires and capabilities to carry out their life plans.
It is not my intention here to give an exhaustive list of the QOL constructs 
available at present, but to show on one hand, how they are derived and on the other 
hand, how they can provide guidance or framework to measure QOL. Eventually, 
some criteria were carefully developed to select the QOL constructs which had the 
potential for being adopted for use in this study. These were that the QOL structure 
had 1) to be psychometrically sound in how it was generated, 2) to provide a-clear 
conceptual framework for assessing QOL, on which further studies can be based, 3) to 
be comprehensive, covering broad aspects of QOL relating to health and 4) to have 
potential application to children’s QOL. These criteria have been applied throughout 
the following sections, and finally the most appropriate model was selected. It is the 
WHOQOL construct (WHOQOL group 1995a; WHO, 1997a).
In the following sub-section, conceptual models of QOL assessment will be 
briefly described, followed by some examples of the measure which was developed, 
based on each model. At the end of the sub-section, an appropriate model would then 
be selected.
2.3.5 Conceptual models of QOL assessment
Spieth and Harris (1996) proposed two primary conceptual models of QOL 
assessment: (a) the utility concept and (b) the health status measurement. The original 
objective of the utility approach was to direct the allocation of medical funds 
appropriately. The intent of the health status measurement approach was to assess the 
impact of health care policies on the health of the general population. Despite these 
fundamental differences, the assessment instruments that resulted from these 
divergent approaches have been referred to as “QOL measures”. Each model will be 
discussed shortly.
While Spieth and Harris proposed two conceptual models, Eiser (1998) 
suggested three theoretical approaches in measuring children’s QOL, i.e. the 
multidimensional approach, the cost-effectiveness approach and the goal-oriented 
approach. She briefly described the multidimensional model approach as making the 
assumption that QOL is the result of an interaction between the individual’s aspects or 
domains of life. The investigators who adopt this approach tend to work within a 
psychometric method of scale construction. Some examples of measures developed by 
this approach and which can be found in the literature are the WHOQOL (WHOQOL 
Group, 1995a; WHO, 1997a), the Quality of Life Index for Nordic Countries 
developed by Lindstrom and Eriksson (1993, 1994) and the KINDL, developed by 
Ravens-Sieberer and Bullinger (1998). When this research was first planned, only the 
first two measures were available and details of both will be provided in the following 
sub-section. The cost-effectiveness approach is based on decision theory. Common to 
many is the idea of expressing the benefits of treatment in terms of well-years. This 
idea is similar to the utility concept, so they will be described under the same heading 
in the next paragraph. Lastly, the goal-oriented approach uses pragmatic task analysis 
to focus on perceived differences between an individual’s hopes and expectations and 
their present circumstances. This approach leads to an assessment of QOL whereby 
patients rate their current and expected future functioning in a number of different 
domains on conventional Likert scales, and a difference score is computed. An 
available measure which might be categorised in this group is the Generic Child 
Quality of Life Measure (GCQ) developed by Collier and Mackinlay (1997) (see 
details in Section 2.5).
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The utility model is derived from economic decision theory and is used to 
compare alternative treatments based on subjective preferences of medical treatment 
effects. Essentially, respondents are asked to imagine a particular health condition, 
and to express their relative preference for that condition as a choice between quality 
and quantity of life. That is, respondents are asked to decide between a shorter life 
with less dysfunction or a longer life with more dysfunction. Responses can be 
quantified in terms of Quality Adjusted Life Years (QALYs).
An application of the utility model is the General Health Policy Model 
developed by Kaplan and his colleagues (Kaplan, Bush, and Berry, 1976; Kaplan and 
Bush, 1982). This model focuses on health-related outcomes of mortality, morbidity, 
symptoms and prognosis, and expresses the benefit of medical care, behavioural 
intervention and preventive programmes in terms of “well-years”. The General Health 
Policy Model led to the development of the Quality of Well-Being Scale (QWB). The 
QWB is typically used to evaluate the relative efficacy of health care programmes and 
interventions based on QALYs. The utility approach reduces questions of health 
funding allocation to a statement of cost-benefit ratios expressed by a single numeric 
index.
Health Status Measurement is found in the work of Eisen et al. (1979), of the 
Rand Corporation. They conducted the Health Insurance Study (HIS) to assess the 
effects of different health care financing arrangements on the use of personal medical 
care services, the quality of care and the health status of children in the United States. 
Child health status was_conceptuaHsed as a multidimensional construct encompassing 
five components: physical health, mental health, social health," general health 
perceptions and satisfaction with development. . The Rand Health Status Measure for  
Children (HSMC) (Eisen et al., 1979, 1980) was based on this construct and was 
developed for use in the Health Insurance Study. Questionnaires were specific to two 
age ranges: 0-4 and 5-13 years and were tested on healthy children, in samples of 679 
and 1473 respectively. They are proxy-oriented forms in which the mothers of the 
children do the ratings. Although psychometric testing of the measure gave 
satisfactory results, it was commented that no self report of the children was included. 
Moreover, as previously discussed, the way that the objective conditions were used to 
assess health status was not viewed as the best way to measure QOL.
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It is not my intention here to offer a critique of either of these schools, but to 
show that the utility model and health status measurement are not appropriate to be 
adopted to measure the QOL of the target population. Another model, which Eiser 
called the multidimensional approach, has the potential for being used with this study 
and will then be discussed by using Lindstrom’s measure and WHOQOL as examples. 
In the meantime, this would provide an opportunity to apply our previously set up 
criteria, on these two measures. To assist the reader to follow, a summary of their 
constructs is provided on Table 2.1. Please note that, in this sub-section, we are 
dealing with the first three columns of the table only. The last column will be referred 
to in the next section on the QOL of children.
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Table 2.1 :The QOL constructs of the WHOQOL, Lindstrom’s model and o f this study
The WHOQOL construct
Lindstrom’s model
Spheres Dimensions Examples related to 
children
Domain 1. Physical dom ain
- Pain and discomfort
- Energy and fatigue













- Attitude toward children
- Responsiveness to the 
Convention on the Rights 
o f the child
- Distribution o f welfare
Domain 2. Psychological domain
- Positive feelings














- Parental (family) 
education
- employment and 
satisfaction
- Total income distribution 
and satisfaction
- Type o f housing
- Space and room for the 
child
Domain 3. Level of independence
- Mobility
- Activity o f daily living














- Number o f siblings
- Lack o f negative life 
events
- Satisfaction with family
- Number o f parents/adult 
persons in the household
- Support from friends , 
neighbours and society
Domain 4. Social relationships
- Personal relationships








- Self-esteem and basic 
mood
- meaning o f life
Domain 5. Environm ent




- Health and social care: 
availability and quality
- Opportunities for 
acquiring new 
information and skills




- Physical environment: 
(pollution/ noise/ climate)
- Transport
Domain 6. Spirituality  /Religion/ 
Personal beliefs
- Spirituality /Religion/ 
Personal beliefs
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Basic Needs o f Thai children 
set up by the National Youth Bureau (NYB), 
Office o f the Prime Minister
The structure o f the QOL measure, which will be 
investigated in the next step o f the study
1. Needs for nutrition  and health
- Absence from malnutrition
- Immunisation
- Personal hygiene
- Absence from preventable diseases
Domain 1. Physical domain
- Pain and discomfort
- Energy and fatigue
- Sleep and rest
2. Needs for physical well-being
- Physical environment and home environment
- Playing and exercise > 4 hours/day
- Sleeping time according to age
- Recreation area e.g. public park
Domain 2 . Psychological domain
- Positive feelings
- Thinking, learning, memory and 
concentration
- Self-esteem
- Body image and appearance
- Negative feelings
3. Needs for Intellectual, M ental, Emotional and 
Social developm ent according to their ages.
Domain 3. Level o f Independence
- Mobility
- Activities o f daily living
- Dependence on medication or treatment
- Dependence on drugs
- Working capacity
4. Needs for Education
- Compulsory education: children over 6 years old 
have to be educated in at least primary education
Domain 4. Social relationship
- Personal relationships
- Practical social support
5. Needs for C u ltu ra l Aspect
- Thai language
- Norm and custom 
Art appreciation
- Morals and ethics
Domain 5. Environm ent
- Physical safety and security
- Home environment
- Financial resources
- Health and social care: availability and 
quality
- Opportunity for acquiring new information 
and skills




6. Needs for occupation or career preparation Domain 6 . Spirituality/R eligion/Personal beliefs
7. Needs for fundam ents of child’s right
- Birth certification
- :3e registered into a house/ family
Domain 7 . C hild’s political rights
- The right to speak out and be heard
- The right to have an identity and 
citizenship
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2.3.6 The multidimensional models
2.3.6.1 The Quality of Life Index for Nordic Countries w as developed by 
Lindstrom (1994) to assess, cross-culturally, children’s quality o f  life. Lindstrom has 
built up his conceptual m odel o f  QOL in the context o f  public health, based on 
W H O ’s European Health for A ll Strategy, the U N  convention on the Rights o f  the 
Child and strategies for health prom otion. He first derived the definition o f  QOL from  
various scien tific disciplines i.e. philosophy, sociology, psychology, econom ics and 
m edicine, and proposed that “QOL is the total existence o f an individual, a group or a 
society describing the essence o f existence as measured objectively and perceived 
subjectively by the individual, group or society” (Lindstrom 1994: 43). To describe 
the areas o f  life  that are essential to the existence o f  the individual, he then 
encom passed  the ideas o f  inner QOL from N aess (1987), w hose Q O L’s com ponents 
have previously been mentioned; and the external life condition and interpersonal 
relationships com ponents from Kajandi (1994). Finally, his conceptual m odel o f  QOL 
w as constructed, com prising four life spheres (see Table 2 .1 , colum n 2) i.e. global 
sphere, describing macro environm ent, human rights and p olic ies dim ensions; 
external sphere, including work, econom y and housing dim ensions; Inter-personal 
sphere, describing the structure and function o f  the social networks surrounding the 
child, w hich  are fam ily, intimate relationships and social support; and personal 
sphere, describing activities, s e lf  esteem  and the basic m ood o f  the child. This 
structure can be used in studies o f  populations as w ell as individuals. For comparative 
studies betw een populations with great sim ilarities, parts o f  the m odel could be 
excluded. Lindstrom and Eriksson (1993) had applied the m odel in a comparative 
study o f  children’s QOL in the five  N ordic countries (Denmark, Finland, Iceland, 
N orw ay and Sw eden). The study w as based on a questionnaire m ailed to a random  
sam ple o f  15,000 fam ilies with children o f  2-18 years o f  age. The QOL w as analysed  
in a norm ative way, where a base value w as defined for each variable and the 
conditions o f  the children were com pared to a Nordic standard for children’s QOL. 
Both objective conditions and the corresponding subjective perceptions are included. 
To study and compare populations respective to QOL, the percentages o f  the 
population w ith values above the base values are calculated. The m ean for each  
dim ension  and sphere is thereafter estim ated. U ltim ately an overall mean w ill 
represent the total QOL in a single number.
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It has been considered that Lindstrom ’s m odel is com prehensive and was 
designed for children in developed countries. The developm ent process is sound in 
m ethodology and is cross-culturally concerned. It has a broad range o f  Q O L’s 
construct, as show n in Table 2 .1 , indicating an applicability as the framework for 
other studies. H owever, after careful consideration it was decided that the Quality o f  
Life Index for Nordic Countries w as inappropriate for this study because it uses 
indices o f  liv ing  conditions e.g. number o f  room s and household size, that are 
available in N ordic countries but not in Thailand. Scoring requires that objective  
standards o f  liv ing  are assessed in com bination with subjective features o f  QOL. In 
Thailand, the only official guideline available is the Basic N eed s o f  Thai children, set 
up by the N ational Youth Bureau (1990b). It is quite broad and needed further studies 
to set it as the base o f  value (see the third colum n o f  Table 2 .1). Therefore, 
Lindstrom ’s m odel has been excluded from being used w ith this study on the 
applicability basis rather than the conceptual grounds.
The second  exam ple o f  a m ultidim ensional m odel, w hich  w ill be described  
next is the W HOQOL. The topics w hich  are relevant to our d iscussion  here are only in 
the first part o f  the sub-section (concept clarification and qualitative p ilot), but the 
w hole process o f  the developm ent is presented here in order to m ake it easy to fo llow  
w hen it is referred to in the next section.
2.3.6.2 The WHOQOL
The W orld Health Organization Q uality o f  Life (W HOQOL) assessm ent instrument 
has been developed  within a cross-cultural, multicentre project. W H O ’s com m itm ent 
to the developm ent o f  an international quality o f  life assessm ent arises from the lack  
o f  any genuinely international instruments that can be m eaningfully used in both  
developed  and developing countries, to measure the individual’s v iew  o f  the impact o f  
disease and impairment on his/her life (W HOQOL Group, 1994, 1995a). The 
W H O QO L has been designed as a generic instrument for both positive and negative  
aspects o f  the quality o f  life. It provides instruments in a broad range o f  languages, 
each o f  w hich  is c losely  comparable and yet each o f  which can retain features that 
m ight be unique to a particular language and culture. It y ields a m ultidim ensional 
profile w ith  quality o f  life scores in six  dom ains, encom passing 24 facets o f  quality o f  
life.
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Steps in the development of the WHOQOL
The methodology of the WHOQOL’s development comprised several stages which 
involved establishing an approach to QOL assessment, developing an agreed and 
detailed study protocol and following a series of steps leading to the psychometric 
properties of the measure. These stages are described in several articles (Sartorius, 
1993, WHOQOL Group, 1993b, 1994, 1995a; Szabo et al, 1996; Orley & Kuyken, 
1994 and Skevington, Arthur and Somerset, 1997) which can be summarised in four 
stages as follows
(1) Concept clarification
This involved arriving at an agreed definition of QOL and an approach to international 
QOL assessment. There is considerable agreement among QOL researchers about 
some of the characteristics of the QOL construct (WHOQOL Group, 1995a). Firstly, 
the quality of life is subjective and questions concerned with the person’s perception 
could be asked in different ways, for example:
(a) information about functioning (e.g. ‘How many hours did you sleep last 
night?’),
(b) global evaluations of functioning (e.g. ‘How well do you sleep?’), and
(c) highly personalised evaluations of functioning (e.g. ‘How satisfied are you 
with your sleep?’)
Although the person’s report of functioning (type a) is important health status 
information, the WHOQOL Group argues that it is questions about the person’s global 
evaluation of behaviours, states and capacities (type b) and satisfaction/dissatisfaction 
with behaviours, states and capacities (type c), which inform about quality of life. 
Consequently, questions in type a. were not included in the WHOQOL. Secondly, the 
quality of life is multi-dimensional, comprising many important facets subsumed in 
six broad domains i.e. physical; psychological; level of dependence; social 
relationships; environment; and, lastly, spirituality, religion and personal beliefs. 
Thirdly, quality of life includes both positive (e.g. role functioning, contentment and 
mobility) and negative dimensions (e.g. negative feelings, dependence on medication, 
fatigue, pain). An inquiry into quality of life should, therefore, address the individual’s 
perceptions of both positive and negative dimensions.
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Quality of life was defined, then, as “individuals ’ perception o f  their position 
in life in the context o f  the culture and value systems in which they live and in relation 
to their goals, expectations, standards and concerns ” (WHOQOL Group, 1993b: 153, 
1995a: 1405). Once a definition of QOL and an approach to international QOL 
assessment had been agreed, a detailed study protocol for further development of 
WHOQOL assessment was written.
(2) Qualitative pilot
The qualitative pilot involved the exploration of the QOL structure (the 
WHOQOL domains and facets) across cultures, the drafting of questions and the 
generation of response scales. To determine the WHOQOL domains and facets, which 
were drafted by the consultants and principal investigators from each of the field 
centres, focus group interviews were conducted in two phases. The first phase was 
held at nine field centres (Bangkok, Bath, Madras, Melbourne, Panama, St. 
Petersburg, Seattle, Tiburg and Zagreb) with patients and healthy persons, to examine 
the meaning, variation and perceptual experience of QOL structure (WHOQOL 
Group, 1995a). Data from these focus groups largely confirmed the provisional 
domain and facet structure that had been drafted by the consultants and principal 
investigators. On the basis of focus group data, detailed definitions of facets of QOL 
were drafted. A facet definition consisted of an explanation of what was meant by the 
facet, a description of various dimensions along with a rating which could be made for 
the facet, and a -list ofsom e example situations or conditions that might affect 4hat 
facet at various levels of intensity (WHOQOL Group, 1995b)7 - ~
Further focus groups were then held at ten centres (a new centre at Harare, 
Zimbabwe was added) with patients, healthy persons and health personnel. The 
procedure followed in the focus group involved detailed orientation and instructions, 
followed by a facet-by-facet discussion in which participants were asked how each 
facet affected their QOL and how one might best ask about that facet. This second 
phase of focus group work provided considerable endorsement of the proposed 
WHOQOL structure. However, in several instances the data called for revisions to the 
WHOQOL facet structure and definitions.
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Drafting and selecting questions. On completion of the focus group work, a 
question-writing panel was assembled in each field centre. Making full use of focus 
group transcripts, the panel framed a maximum of six questions for each facet, 
following the guidelines for question writing (WHOQOL Group, 1995b). Questions 
from all centres were then pooled to make up a ‘global question pool’ of some 1800 
questions. A content analysis of the questions identified several which were 
semantically equivalent. Judgements of semantic equivalence were carried out by 
consensus agreement in a small working group and were subsequently reviewed by all 
principal investigators. Questions were then carefully examined to see to what extent 
they met the criteria for WHOQOL questions. This led to a considerable reduction in 
the number of questions, in the global pool, to around 1000. The principal investigator 
in each of the field centres then rank-ordered the questions for each facet according to 
“how much it tells you about a respondent’s quality of life in your culture”. From the 
combined ranking for all centres, 235 questions were selected for the WHOQOL pilot 
instrument.
Typology o f  questions: There are three types of questions in the WHOQOL 
questionnaire i.e. perceived objective, self-report subjective and importance questions 
(WHOQOL Group, 1993b, 1994). Perceived objective questions refer to a person’s 
global evaluation of behaviours, states or capacities, and inform about the individual’s 
assessment of his or her physical and psychological health, level of independence, 
social relationships and environmental conditions (e.g., “How easily do you get 
tired?”). Self-report subjective questions assess a person’s satisfaction/ dissatisfaction_ - 
with his/her behaviour, state or capacity (e.g., “How satisfied are you with your ability 
to communicate with others?”). Importance questions have also been written for each 
facet. These are such as “How important to you is....?”, for positively framed facets, 
and “How important to you is freedom from....?”, for negatively framed facets. 
Importance questions will yield information about the relative importance of facets of 
QOL in different settings, as well as allow a weighting of individual respondent’s 
scores.
Generating response scales: Responses to questions in the WHOQOL are 
given on five-point Likert-type response scales. According to the differences in the 
content of questions, five different response scales were needed to address (a) 
intensity (not at all - extremely), (b) capacity (not at all - completely), (c) frequency
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(never -always), (d) evaluation (very dissatisfied - very satisfied or very poor - very 
good), and (e) Importance (not important at all - extremely important). Descriptors for 
each of the response scales were developed according to a standardised methodology 
described in Szabo, Orley and Saxena (1997) to ensure equidistance of descriptor 
magnitude across field centres. That is to say descriptors for each of the response 
scales were composed in each language to find some words/terms falling at 25%, 50% 
and 75% points between the two anchors (WHOQOL Group, 1993a, 1995a).
(3) Pilot test
The WHOQOL pilot instrument contained 235 core questions addressing 29 
facets of quality of life. The pilot instrument was standardised in terms of format, 
instructions, questions and administration. It was administered to at least 250 health 
care users and 50 healthy respondents in 15 culturally diverse field centres (total 
N=4500). The analysis was aimed at examining the construct validity of the 
WHOQOL domains and facets, selecting the best questions for each facet and 
establishing the WHOQOL’s reliability and discriminant validity. After the piloting 
had been completed, the WHOQOL Field Trial Form was finalised for field testing.
(4) Field test
The fourth stage of the work aimed to establish the psychometric properties of 
the measure. The WHOQOL Field Trial Form is a 100-question measure producing 
six domain-scores and 24 facet scores. It includes four global questions enquiring into 
overall QOL and general health. To date, 15 languageversions of the WHOQOLhave 
been developed (Field Trial WHOQOL-100 1995: 1-2). There are Australian English, 
Central American Spanish, Croatian, Dutch, French, Hebrew, Hindi, Japanese, North 
American English, Russian, Shona, Spanish, Tamil, Thai, and UK English. While the 
field testings have been conducted and reports have been published (Skevington, 
Bradshaw and Saxena, 1999), some field centres have been working on a further step 
in developing the short version measure, the WHOQOL-BREF. The short form could 
be used for screening, in clinical trials, repeated measure research design, or for 
clinical purposes where only a few minutes are available for its completion.
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Further work on WHOQOL development
It is acknowledged that there are groups of people whose QOL might not be 
sufficiently or appropriately assessed with the described form of this core module 
instrument. For such groups of people, specific WHOQOL modules will be 
developed. Several add-on modules are planned for assessing the QOL of people with 
a particular disease, or in circumstances in which the core module does not provide 
sufficient detail. WHO has identified five priority areas for module development 
(Orley and Kuyken, 1994):
(a) persons suffering from chronic diseases e.g. epilepsy, arthritis, cancer, 
AIDS, diabetes;
(b) caregivers to the ill or disabled e.g. a person taking care of a terminally sick 
patient;
(c) persons living in highly stressful situations e.g. elderly people living in 
poorly run institutions, refugees in camps;
(d) persons with difficulty in communicating e.g. those with severe learning 
disabilities; and
(e) children.
From the above summary, it can be seen that the WHOQOL measure has been 
generated systematically with a clearly stated purpose and following principles of 
measurement development. The WHOQOL structure is multi-dimensional and covers 
all important aspects of quality of life, but it has been constructed for use with .adults 
not children. It has to be considered which domains or facets may not be suitable for 
children. It also needs to be examined whether or not it is relevant to Thai children’s 
QOL. Therefore, up to this point, it is possible to state that the WHOQOL construct 
satisfies our first, second and third criteria, set out at the end of section 2.3.4. As to 
whether it has the potential to be applied to children’s QOL studies (the fourth 
criterion), it might first be worth discussing the issues of children’s QOL.
2.4 QOL of Children
In terms of measuring children’s quality of life, the conceptualisation used in the adult 
literature would need to be modified somewhat. There may be important differences 
between the concept for children and for adults which would need to be considered.
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One of the special considerations in assessing QOL in children is that the life of a 
normal healthy child differs from the life of an adult. Our expectations of normal 
childhood activities include playing, schooling and participating in sports. These are 
accepted as the rights of childhood and should not be seen as any less important or 
relevant than the domains commonly included for adults, such as the ability to engage 
in paid employment and to carry out household tasks. In addition, ill health in children 
may be manifested by a deceleration in the rate of attainment of normal features rather 
than by evidence of abnormal form or function. In adults, good health is often defined 
as the ability to be self-sufficient and economically productive. In contrast, complete 
self-sufficiency is not expected in children and youths, whereas age-appropriate 
cognitive, psychological, social, and physical development are important 
considerations (Starfield et al., 1993).
On the aspect of dependency, children are largely dependent on their parents or 
carers, but it should be viewed differently from the way that the elderly or the 
mentally ill depend on others. The dependency of children is a reflection of normal 
development and is protected by the Convention on the Rights of the Child (United 
Nations, 1989). It would probably be accepted that the child’s QOL depends mainly 
on the quality of relationships in the family in which he or she lives. Parental warmth, 
acceptance and sensitivity are all of major importance. Quality of life is markedly 
reduced by parental rejection, neglect, physical or sexual abuse. The quality of 
parental support and relationships with parents are therefore particularly important and 
should be included in any definition of children’s QOL (Starfield, 1987).
The above mentioned literature indicates that, while adult’s QOLTcbmponehts - 
may be different to children’s in some aspects, situations or experience within the 
same aspect of life may affect their QOL in different ways. This leads to the 
recommendation that one cannot directly apply to children, measures that have been 
developed for use with the adult population (Rosenbaum, Cadman and Kirpalani, 
1990) and calls for the development of measures specifically for children (Pal, 1996; 
Bullinger and Ravens-Sieberer, 1995).
It seems that most researchers have been well aware of this issue, as Eiser 
(1998) reported their recognition of the need to make some changes to adult measures 
of QOL in order to be appropriate for use with children. The extent of these 
modifications varies greatly, however. At one extreme, researchers have made very
36
simple adaptations to adult measures, such as simplifying the language, reducing the 
length of the scale and removing the items relating to sexuality or sexual functioning 
(Eiser, 1998). Others have followed a similar procedure as used in adult work but 
have been more sensitive to children needs. Juniper et al. (1996), for example, has 
developed their Paediatric Asthma Quality of Life Questionnaire by asking children 
with a wide range of asthma, to identify the items which they had experienced from 
the pooled items, generated from the discussion with patients, parents and health 
professionals. The items which were identified most frequently were selected and 
grouped into three domains (i.e. activities limitation, symptoms and emotional 
function), which are the same as in the adult form. In addition, the first part of the 
questionnaire, which is about the list of activities to be rated in terms of how far they 
were affected by asthma, was modified by making some changes to their adult QOL 
measure, so as to be suitable for children’s activities. Vacuuming and gardening were 
replaced by skipping rope and rollerblading, but the response options were on the 
same, seven-point scales as adults.
The procedure adopted by Juniper et al. was supported by the notion that some 
QOL dimensions, relevant for adults, may also be relevant for children (Bullinger and 
Ravens-Sieberer, 1995). Therefore, they have followed a similar procedure of 
development as used in adult work, after considering which of the adult QOL domains 
is or is not relevant to children. The major concerns about the inappropriateness of 
using the adult measure with children are because of the level of abstract decision 
making that may be required* the advanced reading levels, the lack of developmental 
considerations and the inclusion of content areas that may be irrelevant e.g. financial 
concerns (Spieth and Harris, 1996). To accomplish this task, Eiser (1998) suggested 
that interviews or focus groups with children were essential to identify the relevant 
domains.
Recognising the need to investigate whether or not the QOL components of 
the adult measure are relevant to the children’s QOL, this subject will be discussed 
again after we have chosen the proper QOL construct for this study. In the next sub­
sections, the issues of who should be the informant about children’s QOL and whether 
a child may be a reliable reporter of his/her own QOL will be discussed.
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2.4.1 Who should evaluate a child’s QOL?
One of the special considerations with children’s QOL is who should complete the 
scale. Very young children lack the ability to communicate subjective distress in 
words. Consequently, there is a need for this information to be obtained from 
caregivers, teachers and health professionals. However, there are many findings which 
indicate that QOL assessment from different respondents - patients, caregivers or 
health professionals - is not identical. Slevin et al. (1988) tried to determine whether 
assessments of QOL by health professionals are meaningful and reliable, and found 
that doctors could not adequately measure the patient’s QOL. Although there was a 
highly significant correlation between the doctor’s assessment and that of the patient, 
the doctors’ scores rarely explained more than 30% of the variability in the patients’ 
scores. Slevin et al. came to the conclusion that, if a reliable and consistent method of 
measuring QOL in cancer patients is required, it must come from the patients 
themselves and not from their doctors and nurses.
Parents, as proxy respondents, may bias the results but if small children are to 
be included in a major questionnaire study, proxy respondents are probably needed. 
Although their answers cannot be regarded as fully representing the children’s views, 
parents are the natural and the closest proxy respondents. The same view is shared by 
Eiser et al. (1995) and Eiser (1998), in that parents may be able to describe the child’s 
QOL in some situations better than others. Parents appear accurate in their reports 
about ‘externalising’ or acting out problems. They are less able to report 
— ‘internalising’ problems such as anxiety or sadness. In addition, they lack direct 
information which enables them to make competent ratings about difficulties which 
the child experiences at school or in* interactions with friends. Therefore, if proxy 
respondents are deemed necessary, parents may be the best, but this should not be 
taken as a measure of perceived QOL. The next question which arises is that, if we 
want the information from the child directly, how are we sure that he/she is a reliable 
reporter.
2.4.2 Are children reliable reporters?
To address the issue of whether or not children are reliable reporters, Herjanic et al. 
(1975) conducted a study on 50 children aged 6-16 years at a children’s mental health 
clinic in a large metropolitan area of Virginia, USA. Children below the age of 6 were
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excluded because the content and structure of the interview were not suitable for the 
preschool age, while age 16 was the upper age limit of the clinic. Each child had to be 
able to communicate verbally to participate in the study. The sample consisted of 20 
girls and 30 boys; of these 6 were 6-8 years old, 28 were 9-13 years and 16 were 14-16 
years. The children and their mothers were interviewed, using the same structure 
which, in its content, follows the usual psychiatric examination of a child. The 207 
questions asked were divided into four sections i.e. factual information; description of 
behaviour, learning problems and social behaviour; psychiatric symptoms; and mental 
status. Their answers were compared and it was found that there was, on average, 80% 
agreement on all questions. The agreement was highest (84%) on questions relating to 
factual information and lowest (69%) in the section dealing with mental status. There 
were no statistically significant different among age groups. The results suggested that 
children are very much aware of their problems and they are able to describe 
themselves in terms similar to those used by their parents. The researchers concluded 
that children are reliable reporters and that the use of a structured interview with 
children is worthy of further study.
Children who are very sick or those with a motor or neurological handicap 
may be unable to respond for themselves. For children below five years of age and 
older children in special circumstances, as previously mentioned, it may be necessary 
to rely on the judgements of others. To be able to report about the perception and 
experiences of his/her own life, we concluded that, the child has to possess 
capabilities of self-understanding and expression of his/her emotional feelings, which 
are relevant to his/her social-cognitive development. Apart from that, the child has to 
be able to comprehend the questions. In order to respond to this issue, we need to 
consider the cognitive and social-cognitive development of the children, especially in 
the 5-8 age group, which is our target population.
According to Piaget’s theory, child cognitive development can be classified 
into 4 major stages i.e. the sensori-motor (0-2 years), the pre-operational (2-7 years), 
the concrete operational (7-12 years) and the formal operation stage (12 years up). 
Piaget divided the pre-operational period into two sub-stages, the pre-conceptual 
phase (2-4 years) and the intuitive phase (4-7 years). In the pre-conceptual phase, he 
reported that children begin using symbolic thinking (the ability to think by making 
one object or action stand for another) widely. Language development increases
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dramatically (Dworetzky, 1990). They may confuse their own thoughts with those of 
other people and think that objects and events are constructed primarily for their own 
benefit. When they enter the intuitive phase, they begin to overcome these limitations, 
but not completely. Their thinking in the intuitive phase remains reliant on single 
features or cues in their experiences (Seifert and Hoffnung, 1987).
One of Piaget’s most famous experiments, and one which he described as 
reflecting egocentric thought, refers to the ability of a person to distinguish between 
his or her own point of view and that of another person, is the ‘three mountains 
experiment’ (Piaget and Inhelder, 1956). They asked children between the ages of 4 
and 12 years to say how a doll, placed in various positions, would view an array of 
three mountains from different perspectives. Then the child would be asked to choose 
from a set of different views of the model, the view that the doll could see. When 4 
and 5 year-old children were asked to do this task, they often chose the view that they 
themselves could see, and it was not until 8 or 9 years of age that children could 
confidently work out the doll’s view.
There are some criticisms that Piaget’s experiment was an unusual task for 
young children, who might not have much familiarity with the mountain landscapes 
and that Piaget underestimated the ability of preschool children (Siegler, 1986; Seifert 
and Hoffnung, 1987). Donalson (1978), for example, argued that with some 
modifications, even young children can adopt others’ perspectives on a task like this. 
In one variation, four-year-olds were shown a table with two partitions that formed a 
cross. ^At the table, too, were two dolls, one dressed as a policeman and the other 
dressed as a boy. The policeman was put in various positions around the table, and the 
child was asked to place the boy doll behind the partitions, where the policeman could 
not see it. Preschool children in this experiment proved quite skilful at taking the 
policeman’s perspective, even when the task was made more complicated by having 
two police dolls - requiring the children, in effect, to coordinate three perspectives at 
once. Based on this result, some have suggested that, given appropriate wording and 
context, the child emerges as a more competent being than Piaget’s work would 
suggest (Smith, Cowie and Blades, 1998).
McGraw (1987) was critical that Piaget’s characterisation of preschool thought 
had limited validity. He recognised that children are frequently illogical in the way 
that Piaget said, but this does not mean that they lack the capacity of logical thought.
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He also pointed out the important lesson to be derived from the amendments to 
Piaget’s view of egocentrism: that egocentrism is not an all-or-none state of mind that 
one has for a period of time and then suddenly loses, as a result of increasing maturity 
and knowledge. Egocentrism fades by degrees. He concluded that, throughout the 
preoperational period, children gradually improve in their ability to construct another 
person’s point of view.
We anticipate that the tasks that the children have to perform in reporting their 
view on QOL, are not the complicated tasks that need a high order of logical thinking, 
but rather those that need self-awareness and an ability to articulate their views. 
Concerning the social-cognitive development of the children over the years, a great 
deal of effort has been invested to give an explanation of children’s understanding of 
their self-awareness or social perspective taking (Fischer and Lazerson, 1984; 
McGraw, 1987; Selman, 1980; and Selman, Lavin and Brion-Meisels, 1982). Selman 
and others, mentioned above, have proposed five stages of children’s development of 
self-awareness. The brief description of the first three stages, which involve children 
in the age group of this study, are summarised as follows:-
Stage 0: Physicalistic concepts o f self 
At this level, young children, about 3 to 5, do not clearly differentiate between the 
physical and psychological characteristics of people. Feelings and thoughts can be 
observed and recognised, but the confusion between the subjective-psychological and 
the objective-physical leads to confusion between acts and feelings or between 
intentional and unintentional behaviour. Selves and others are clearly differentiated 
only as physical entities, not psychological entities. Thus subjective perspectives are 
undifferentiated and the fact that another person may interpret the same situation 
differently is not recognised.
Stage 1: Recognising differences between inner and outer states 
At this stage, for children from about 5 to 11 years of age, the key conceptual advance 
is the clear differentiation of the physical and psychological characteristics of persons. 
As a result, intentional and unintentional acts are differentiated and a new awareness 
is generated that each person has a unique subjective, covert, psychological life. 
Thought, opinion or feeling states within an individual are however seen as unitary, 
not mixed. There seems to be a sense that what one is aware of in subjective
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experience is, indeed, a factual report of that experience - that is, what one says is 
what one means. These children do not seem to understand that one can also 
intentionally misrepresent one’s inner reality (thoughts, feelings, motives) either to 
another or to self.
Stage 2: The emergence o f an introspective self 
As children in, roughly, the 7 to 14-year-old range move into Stage 2, they develop the 
capacity to assume the perspective of a second person and to look back toward their 
own inner states. The ability to take another person’s social perspective, leads the 
child to theorise that inner experience acts as reality and that outer actions represent 
only one manifestation of that reality. In addition, youngsters at this stage begin, 
reflectively, to understand that they are capable of: (1) constantly monitoring their 
own thoughts and actions, (2) consciously and often deceptively presenting a facade to 
others, and (3) gaining inner strengths by having confidence in their own abilities.
According to the stages of children’s development of self-awareness, it is very 
interesting to see that in stage 1, children from 5-11 years old, which include the age 
group of the target population of this study, have developed their understanding of 
their own feelings and thoughts from the experience of their lives. What is striking is 
that they have not yet developed the deceptive capabilities either to self or other 
people. In other words, the answer that they give will be what they really think or 
perceive. This point is of interest concerning QOL studies, because deception and self­
presentation are reported and considered as a problem in adult QOL studies (Naess, 
1994).
Another example of the study of children’s ability to acknowledge their own 
feelings was done by Harter and her team (1982) on children 3-13 years of age. A 
child was first asked to name all the different feelings he/she could think of and then 
to give an example of a situation in which he/she would have that feeling. It was 
found that the youngest children, 3 year-olds, could consistently generate three 
emotional labels -happy, sad and mad - and, in certain cases, a fourth, scared. They 
clearly understood all four of these feelings and could give rich and appropriate 
examples of events or experiences in which they have had these emotions. The study 
done by Eder (1990) also supported the view that 3 y  -7 y  year-old children have
consistent and meaningful concepts that reflect psychological self-understanding.
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These studies are confirmed by French et al. (1994) who suggested that children aged 
from four or five years upwards are able to introspect and report upon a variety of 
psychological factors including self-concept, social competence, anxiety and 
depression.
The aforementioned studies seem to support the contention that children as 
young as five years of age can reflect subjective experience of their lives in at least 
four basic feelings, which are happy, sad, mad and scared. The last important aspect of 
concern, in order to gain reliable answers from children in this age group, is whether 
or not they can understand the questions. This concern can be resolved by developing 
questions based on their experience or in their own words. This leads to the decision 
to use focus group interviews with children as the method to learn the language that 
they normally use when they talk about quality of life, in order to develop the 
questionnaire (see Chapter Three, section 3.1). The question of how to develop a 
measure which is understandable for young children will be partly discussed in the 
next sub-section and will be further discussed and demonstrated in the next chapter.
At this point, it is possible to draw the conclusion that children as young as 5 
years are capable of reporting the basic, subjective views of their own life. With 
simple instruction and properly designed measures to facilitate their understanding, 
they can be reliable reporters of their own QOL.
2.4.3 QOL measure for children
Boggs et. al. (1991) suggested that the requirements of an acceptable scale of QOL 
measurements for children should include the following points:- firstly, they must be 
brief so as to be acceptable to a sick child and family. They must, at the same time, be 
comprehensive, covering the full spectrum of behaviours thought to contribute to 
QOL. Secondly, they must have established reliability and validity. Thirdly, they must 
be developmentally appropriate, which may mean that separate scales are required to 
target behaviours and concerns which are of most relevance at specific stages of the 
life-cycle. Lastly, they must be constructed so that proxy ratings can be made where 
the child is too ill or too young to respond alone.
According to the aforementioned suggestions, Eiser (1995) argues that in 
practice, some of these requirements may need more careful consideration and some 
revision. For example, the requirements of brevity and comprehensiveness may prove
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impossible to reconcile with a definition of QOL which emphasises the global nature 
of the concept. While there may be circumstances in which screening instruments are 
useful, a comprehensive assessment of QOL may not necessarily be possible with too 
brief an instrument. Anyway, she quite agrees with the third criterion, that the need for 
a developmentally appropriate instrument remains crucial. Although it may be 
possible to develop a core set of items suitable for use throughout childhood, any 
comprehensive assessment may be dependent on additional, age-appropriate modules.
While the demand for children’s QOL measures and the expectation of the 
quality of the measures are high, the number of available measures is limited. The 
literature review by Bullinger and Ravens-Sieberer (1995) yielded 53 studies on health 
related QOL in children, published in the year 1993 and 1994. Of these 53 studies, 
only five met the criteria of multi-dimensional assessment of health-related QOL, 
using control groups and sample sizes of over 100. Seven studies were classified as 
generic instruments of children’s QOL and most of them comprised expert rating by 
physicians, teachers or parents.
Later, Pal (1996) reviewed the QOL assessment in children using 
computerised and manual searches of the literature from 1979-1995. Several hundred 
articles were identified but only nine of them were acceptable in terms of the four 
evaluative criteria (see Table 2.2). These were that the assessment had to (1) be child 
centred, (2) consider the child as part of a family unit within a social network, (3) be 
generalisable and the assumptions underlying the instrument had to be appropriate, 
and (4) address five methodological properties i.e. method of administration, 
psychometric characteristics, scoring, statistical issues and practicality. He found that 
many measures did not satisfy the criteria of being child centred or family focused, 
few had sufficient psychometric properties for research or clinical use, and underlying 
conceptual assumptions were rarely explicit. This is hardly surprising since we have 
mentioned earlier about the criticisms made by Bowling (1993) and Fallowfield 
(1990) on the loose definition, poor design and inadequate assessment method of the 
available QOL measures (see section 2.2). This is one of the reasons why this study 
has been emphasised on, not only the QOL measure itself, but also the definition of 
QOL, the QOL structure and the process of development of that measure as stated in 
our criteria.
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Table 2.2 Child quality of life instruments mentioned in Pal (1996)
A uthors Instrum ents Age
group
Dimensions Publication




0-4,5-13 Physical health, mental health, social 





FS II (R) 0-16 General health, responsiveness, activity, 
interpersonal functioning
1990
Lewis et.al. FSQ-S 0-16 Modification of the FS II (R) and the 
RAND for self-administration
1989




Sensation, mobility, emotion, cognition, 
self care, pain and fertility
1992, 1994
Schmidt Disease specific 
measure
7-27 Productive activity and functioning, 
health status and treatment related 
physical symptoms, qualitative aspect of 
daily life
1993
Lindstrom The Quality of 
Life Index for 
Nordics 
Countries
2-18 External-socioeconomic conditions; inter­
personal-social networks; personal 
activity, self esteem, mood
1993
Starfield The Child 
Health and 
Illness Profile
11-17 Activity, comfort, satisfaction with health, 
disorders, achievement, resilience
1987, 1993








10-14 Activities, appearance, communication, 
continence, depression, discomfort, 
eating, family, friends, mobility, school, 
sight, self care, sleep, worry
1996
From the nine measures selected from Pal’s (1996) review  (see Table 2 .2), 
four o f  them covered the age group o f  our target population but none were specifically  
designed directly and exclusively  to access information from children. O f these, three 
instruments i.e. Lew is et a l.’s (1989), Stein and Jessop’s (1990), and E isen et a l.’s
45
(1979) are all health status measures. Therefore, the m ost com prehensive one, which  
is the Child Health Status Measure (Eisen et al, 1979), and the sixth one on the table 
which is the Quality o f  Life Index for Nordics Countries (Lindstrom, 1994) were 
considered more c losely  for possib le use. D etails o f  both m easures have already been  
described in sub-section 2.3.5 and 2.3.6.
After careful consideration, it was decided that the Quality o f  Life Index for 
Nordic Countries w as inappropriate for this study, as discussed in a previous section. 
The Rand Health Status Measure (Eisen et al., 1979, 1980) for children aged 5-13  
years is a good health status measure and contains tw o forms with a total o f  187 
questions to be answered by parents. This measure had been developed based on the 
health status conceptual m odel, as discussed in Sub-section 2 .3 .5 , and was considered  
that the way it included the objective conditions to assess health status w as not v iew ed  
as the best way to measure QOL. Moreover, the length o f  the scale, its format and 
adult content preclude adaptation for use with children. Therefore, a QOL measure for 
children aged 5-8 years needed to be developed for this study.
W hile work on this study w as being carried on into the second phase, other 
work on health-related QOL measures for children has been published, for exam ple:- 
The Generic Child Quality o f  Life Measure (GCQ) developed by C ollier and 
M acKinlay (1997), the CH Q -CF87 (Landgraf & Abetz, 1997), the CH Q -PF50  
(Landgraf et al., 1998), the TACQOL (Theunissen et al., 1998), the KINDL (Ravens- 
Sieberer & Bullinger, 1998) and the EHRQL (Eiser et al., 1999). Som e o f  them which  
were published in 1994-present are summarised in Table 2.3.
Table 2.3 Child quality o f  life measures published in 1994- present
A uthors/
Year









preschool age - 
adolescence













Form A for 4-7, 
Form B for 8- 
11,
Form C for 12- 
16 year olds
Quality o f Living subscales 
(Enjoying o f all daily activities) 











Asthma Quality of 
Life Questionnaire








Child Quality of 
Life Measure 
(GCQ)
6-14 positive affect, attainments, 
negative affect, relationships with 
parents, peer/social affiliations, 






The CHQ-CF87 10+ physical functioning, role/social 
physical health, general health 
perceptions, bodily pain, 
role/social emotional problems, 
role/social behavioural problems, 
self-esteem, mental health, 
behaviour, family activities, 
family cohesion, change in health
Parkin et al. 
(1997)
A spina bifida 
health-related 





social, emotional, intellectual, 
financial, medical, independence, 
environmental, physical, 








The CHQ-PF50 5-17 physical functioning, role/social- 
physical health, general health 
perceptions, bodily pain, parental 
time impact, parental emotional 
impact, role/social- 
emotional/behavioural problems, 
self-esteem, mental health, general 
behaviour, family activities, 




About My Asthma 
(AMA)
6-12 the number, intensity and type of 
stressors that the child is 







Child form & 
parent form
6-15 Body, Motor, Autonomy, 













The KINDL 8-16 physical function, psychological 
well-being, social relationships, 
everyday life activities
child
Eiser et al. 
(1999)
The Exeter HRQL 
scale (EHRQL)- a 
generic computer- 
delivered measure
6-11 no subscales were purposed, but 
there are 16 items covering 








0-4 and 4+ physical, social, family, emotional, 
and individual growth domains
parent or 
caregiver
le Cog et al. 
(2000), 
Bruil et al. 
(1997)
“How Are You?” 
(HAY)
8-12 physical functioning, cognitive 
functioning, social functioning, 









This indicates that there is a clear need for a range o f  accessible, self-report QOL  
m easures for children. The GCQ, which covers the age group o f  our target 
population, has been considered for later use.
Collier and M acKinlay (1997) developed the Generic Child Quality of Life 
Measure (GCQ) based on interviews with 80 school children aged 6, 11 and 13 
years, to ascertain what they considered affected their QOL. The questionnaire, in  
child-friendly format, was then generated and three pilot studies were carried out on  
the general school population and on sick children. The GCQ w as presented in a story 
format whereby five children were all chatting about different things. The child  
com pleting the questionnaire was asked to relate to the responses o f  the children in the 
story. One child ‘a lw ays’ likes to do som e things, the others like to do those things 
either ‘o ften ’, ‘som etim es’, ‘hardly ever’ or ‘never’. The children were then asked to 
respond to a set o f  questions tw ice e.g. “H ow  often they are told o ff?” or “H ow  much
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of the the time they like their parents?”. First, they would be asked to answer by 
choosing the child in the story whom they felt was most like themselves and the 
second time they would be asked to choose the child they would most like to be. The 
quality of life will be measured from the discrepancy score of these two sets of 
answers, which are referred to as the ‘perceived self score and the ‘preferred self 
score. The number of items was altered from 22 questions in the first draft to 26 
questions, after the first and second pilot studies, and to 25 questions after the third 
study, which is the final version. This can be used as a self report measure or as a 
parental proxy assessment. The psychometric properties of the measure were 
investigated and a factor analysis carried out on a larger sample in order to identify 
sub-scales for the life domains that make up children’s QOL (Collier, MacKinlay and 
Phillips, 1998). The GCQ shows a possibility for its use in the investigation of 
concurrent validity in the developing QOL measure and this is reported in Chapter 5 
(sub-section 5.3.1).
2.4.4 Consideration of the QOL construct for this study
We now return to the fourth criterion set out in sub-section 2.3.4 about the QOL’s 
construct - that of having the potential to be applied to children’s QOL studies. In the 
light of the aforementioned literature review, the WHOQOL construct has a high 
application potential as the framework for other QOL studies. However, since the 
WHOQOL is designed for use with adults not children, further investigation is needed 
as to whether it is relevant to the QOL of children. Another important procedure that 
needs to be performed, before adopting the WHOQOL structure as the framework of 
this study, is to examine whether it is relevant to the QOL of Thai children. This 
procedure was to be carried out by focus group interviews and will be reported in the 
next chapter.
The WHOQOL structure contains quality of life dimensions or facets that are 
consistently important across all the participating countries. There are 24 facets 
subsumed in 6 domains i.e. physical; psychological; levels of independence; social 
relationships; environmental and spirituality, religion and personal beliefs (WHOQOL 
Group, 1997). The WHOQOL-100 has been designed for use with sick and healthy 
adults. One of its many intended uses is for people living in highly stressful 
situations, and children living on the building sites of Bangkok could be considered to
49
be one such group. The procedure agreed by the WHOQOL Group involves holding 
focus group interviews with potential users in order to engage them in concept 
clarification and in proposing items that will be included in the questionnaire. This is 
performed by using a common manual of facet definitions and examples which were 
generated and revised through international consensus.
These definitions had previously been translated into Thai for use by focus 
groups in the creation of the original Thai version of the WHOQOL (WHOQOL 
Group, 1995b). These WHOQOL facet definitions were examined to see whether 
they were suitable for children and were simplified where necessary. Alterations were 
made to some facets. For example, the facet on working capacity was changed from 
the person’s ability to perform work, to the child’s capabilities in helping their parents 
to do housework e.g. sweeping or cleaning the floor, washing dishes etc. The facet on 
sex, which belongs to the social relationships domain, was omitted from the structure 
as it is not relevant to this age group. The facet on dependence on non-medicinal 
substances, which used to be included in the early work of the WHOQOL group 
(WHOQOL Group, 1994; Szabo, 1996), was retrieved due to profound problems of 
alcohol consumption among the construction workers and amphetamine addiction 
amongst the workers and youngsters in Thailand (see Chapter One, sub-section 1.1.2).
Two facets contained in a new domain on the child’s political rights were 
considered for inclusion and were activated by information from three sources (i) 
global documentation from the 1989 World Convention on the Rights of the Child (ii) 
the National Declaration on Children (National Youth Bureau of Thailand, 1991) and 
(iii) the Basic Needs of Thai children as shown in the third column of Table 2.1 
(National Youth Bureau, 1990b). These mentioned some aspects of QOL which are 
not included in WHO facets but which are relevant to the problems faced by Thai 
children in underprivileged conditions, who do not possess a birth certificate or who 
fail to be recorded on the official household register (see Glossary), due to the 
itinerant nature of their parents’ work. Shortage of documentation prevents these 
children from gaining access to health care when they need it and receiving an 
education, so these issues have implications for their health. The two new facets 
investigated for possible inclusion are (a) the right to speak out and to be heard and 
(b) the right to have an identity and citizenship. So, the tentative structure of the QOL 
concept examined in this study consisted of 26 facets subsumed in 7 domains (see
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Table 2.1 column four). It was examined by focus group interviews to see whether it 
would be relevant to the conceptualisation of QOL among Thai children, before the C- 
QOL (Quality of Life Measure for children) was developed.
2.5 Factors related to QOL
It was stated in Chapter One that the third objective of this study is to establish the 
factors, in terms of personal background factors, social/environmental factors, general 
health factors and psychological factors, which relate to the QOL of children and how 
far these factors are able to predict their QOL. The literature review in this section 
aims to find out such variables as may associate with and be able to predict children’s 
QOL. Unfortunately, present theoretical approaches are not well enough articulated to 
provide an understanding of what contributes to QOL.
In previous sections we saw that QOL is best measured by looking at people’s 
subjective views about their lives and that objective indicators cannot be taken as 
direct measures of QOL. However, objective indicators do have different roles to play. 
Apart from assessing and describing the QOL of construction workers’ children, this 
study needs to explore further how their QOL can be improved, especially in the 
crucial, problematic areas of their lives. Objective variables will reflect the conditions 
of people’s lives, so any objective indicators which we find related to QOL may 
provide more understanding about children’s QOL and be a guide for developing 
some measure to improve or enhance their QOL.
Zhan (1992) defines QOL as the degree to which a person’s life experiences 
are satisfying, based on the facts of a person’s circumstances and derived from a 
comparison of one’s aspiration to one’s actual achievement. She proposed in her 
conceptual model that life satisfaction is responsive to change in external conditions 
and influenced by personal background factors, health-related factors and 
social/cultural/environmental factors.
Zhan suggests that personal background factors can be objectively measured in 
terms of socio-economic status consisting of three components: occupation, education 
and income. According to Naess (1987) it is generally believed that there is a positive 
statistical association between the material level of living and individual’s quality of 
life, but the results from many studies do not seem to support this claim. The nation­
wide surveys carried out in three Norwegian countries during 1971-1982 show the
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standardised regression coefficients of income on global satisfaction of only 0.06-0.14 
(Mastekaasa and Mourn, 1984). Diener et. al. (1993) found a clear relationship 
between QOL and income, but it was stronger for lower incomes and levelled off at 
higher incomes. It will be interesting to investigate whether a parent’s income, 
education and occupation are related to the child’s QOL. In addition, some other 
personal background factors adapted from Lindstrom’s questionnaire (1993, 1994), 
such as the number of siblings and the number of carers, will be further examined.
Regarding general health factors, Okun et al. (1984) found that the overall 
correlation coefficient between health and happiness is about 0.32. Offer (1996) 
reported that a number of studies found that the effects of chronic illness are less 
apparent with regard to psychological well-being than with the physical aspects of 
QOL. He also mentioned that correlation is greater between disease severity and the 
physical aspect of QOL, and weaker or non-significant between severity and the 
psychological aspect of QOL. This might be partly explained by the results of the 
study by Feist et. al. (1995) who found that there is a strong relation between illness 
and QOL in the elderly. For children, illness is not necessarily interpreted as an 
adverse event. The effects of illness as a positive developmental experience need to be 
considered. Facing illness with courage can be understood by children as an 
experience of positive emotional development. Pantell and Lewis (1987: 100s) gave 
an example, that for children in the 7-10 year-old group, hospital treatment has been 
documented in some cases to be a “red badge of courage”, which enhances self­
esteem. Additional support for this notion can also be drawn from the study on “the 
QOL of Children in the Nordic Countries” by Lindstrom (1994), which found that 
there were weak correlations between QOL and the reported health problems. He 
showed that QOL is not correlated to the severity of the disease in children with cystic 
fibrosis and myelomeningocele.
There are very few studies regarding the relationship of QOL and 
social/environmental factors, especially in the children’s QOL literature. For example, 
Schalock (1994, 1996), deriving from several previous studies, proposed a QOL 
model that explains the relationship between the QOL of a person with mental 
retardation and his/her experiences with factors within three basic life domains i.e. 
home and community living, school or work and health and wellness. Some objective 
indicators mentioned in his model are ownership of home, activities of daily living,
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compensation, health status and social involvement. From Schalock’s study, some 
variables in social/environmental factors that might be related to children’s overall 
QOL were selected. Those are: types of house, types of school, modes of 
transportation to school, the amount of time the child spends taking some extra study 
course/playing sports/studying or practicing music, carer’s and child’s travelling time 
each day, and carer’s working hours.
Campbell (1976) reported the measurement of well-being by using three 
indices i.e. index of satisfaction with life domain, general affect and perceived stress. 
The sample comprised 2,164 men and women, 18 years and older, living in 48 states 
in America. With the data from these three measures, he tried to find the relationship 
of the objective circumstances of life with the individual’s sense of well-being. Ten 
variables such as age, race, urbanicity, life cycle, working, education, religion and sex, 
were used simultaneously to explain the variance in each of the three subjective 
measures by the multiple classification analysis. One of the main results shows that 
the 10 variables cannot explain the variance of those three indices by more than 17%. 
That means that there is a great deal about the way people describe their lives which 
cannot be predicted from information about the circumstances in which they live. His 
findings also suggest that the major determinants of well-being are psychological 
rather than economic or demographic.
Following Campbell’s suggestion, several attempts were made to find some 
psychological variables that might be able to explain the variation in the overall QOL. 
Finally, a variable was selected following consideration of the studies of Zhan (1992), 
Ferrans & Powers ( 1985), Campbell (1976) and Naess (1987). Zhan and Ferrans & 
Powers called this variable the “perceived meaning of life”, showing the degree to 
which an individual values each area of life and tapping into the importance of the 
domains of life to the subject. In Campbell’s (1976) and Naess’s studies (1987), it is 
called the level of aspiration or level of expectation. Naess pointed out the effect of 
the level of aspiration on the relationship between the level or conditions of living and 
the QOL, by giving the example that QOL increases rapidly with an increased level of 
living for individuals with low aspirations, but that much more is required to increase 
the QOL of individuals with high aspirations. In this study, this variable will be 
referred to as “the importance of QOL”, reflecting the awareness, demand, ambition 
and expectation of the child towards each aspect of his/her life. It will be measured by
53
the “importance questions”, a set of items on the importance of each area of life to the 
QOL of a child. The method of developing the measure is described in the next two 
chapters.
From the above-mentioned literature review, the conceptual framework of this 
study has been partly developed and is illustrated in Figure 2.1. Personal background 
factors comprise variables such as parents’ education, parents’ occupation, family 
income, number of carers and number of siblings. General health factors include mild 
illness, acute illness and chronic illness while social/environmental factors comprise 
variables such as: type of house, mode of transportation to school, type of school, the 
amount of time spent travelling to and from school and parents’ working hours. The 
variables in personal background factors represented the objective conditions or 
attributes of the child’s family while the variables in social/environment factors 
reflected the conditions and life experiences when the child interacts with community, 
society and the environment.
Please note that the framework, at this stage, illustrates only the important 
elements to be included and the relationships among factors which are the main 
concern of this study. A comprehensive model of QOL will require the important 
elements and the interlinkages among these factors to be included. This would be 
further discussed in Chapter Six. This tentative conceptual framework would be 
investigated by the multiple regression analysis using the data gathered from the 
survey which would be conducted in the following stages.
These variables involved will be measured by the questions in part 1 of the 
questionnaire, which will be developed in Chapters 3 and 4. Their operational 
definitions and the unit of measure will be described in Chapter 6 (Table 6.1), while 
the information gained from the assessment of these variables will be summarised and 
reported in Chapter 5 (section 5.2). Then the role of each of these factors will be 
assessed by determining their relative contribution to the child’s QOL, and the results 
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2.6 Conclusions
A s stated in Chapter One, the first objective o f  this study is to describe the QOL o f  
construction workers’ children and to compare it with that o f  urban children. 
Considering the objective and the nature o f  the target population, it has been decided  
that the QOL measure suitable for this study should be m ulti-dim ensional and a 
generic, not a disease-specific, measure. It must be suitable for use with general, 
healthy urban children and sensitive enough to identify the differences betw een the 
QOL o f  urban children and that o f  construction workers’ children. It should also be a 
subjective measure, based on the children’s perceptions and experiences. In addition, 
concerning the age range o f  the target population, which is 5-8 year olds, the measure 
should be appropriate to the developm ent and interests o f  the children in this age 
group. It must also be appropriate to the Thai language and culture too.
The developm ent o f  the measure has to be considered thoroughly from the 
definition o f  QOL, through to the concept and the com ponent o f  the QOL measure 
and the method o f  developing. Som e criteria to select the QOL measures w hich have 
potential for being adopted for use in this study, were carefully developed (see sub­
section 1.3.4). These were that that QOL measure had to 1) be psychom etrically sound
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in how it was generated, 2) provide a clear conceptual framework for assessing QOL, 
3) be comprehensive, covering broad aspects of QOL relating to health and 4) have 
the potential to be applied to children’s QOL. According to my literature review, there 
is no published measure that meets all these criteria. The potential ones, such as the 
Quality of Life Index for Nordic Countries developed by Lindstrom and Ericksson, 
cannot be used because there is no acknowledged base of value for Thai children, 
while the Rand Health Status Measure for Children aged 5-13 years contains 59 
questions in Form A and 128 questions in Form B, which is too long. For these 
reasons, the QOL measure for this study had to be developed. Eventually, after a long 
process of applying these criteria, the WHOQOL measure demonstrated high potential 
to be adopted as the QOL’s structure of this study.
Since the WHOQOL was designed for use with adults not children, its 
construct needs to be carefully considered as to whether it would be relevant to the 
conceptualisation of QOL among Thai children. These WHOQOL facet definitions 
were examined to see whether they were suitable for children and were simplified 
where necessary. Alterations were made to some facets. Two facets contained in a 
new domain on the child’s political rights were considered for inclusion (see sub­
section 2.4.4). Finally, the tentative structure of the QOL measure for this study was 
developed as shown in the last column of Table 2.1. It comprises 24 facets from the 
WHOQOL construct and another two added facets on the child’s political rights. 
These 26 facets subsumed into 7 domains would be examined for their relevance to 
the conceptualisation of QOL among Thai children by focus group interviews, and 
this is reported in full detail in Chapter Three.
Regarding the question as for whom this measure is to be designed, it was 
decided to use two questionnaires; a Child’s form and a Carer’s form. The literature 
review confirms that children from five years of age can be reliable respondents of 
their own QOL but QOL measurement for children in this age group may require an 
additional proxy measurement from a significant carer. In addition, this is the first 
study on Thai children and it may be worth conducting a comparative study between 
the children’s perspective and that of their carers. The preliminary psychometric 





As we found in Chapter Two, the significance of studying children’s QOL is widely 
recognised but there are very few measures available to assess the health-related QOL 
of children. There was a need, therefore, to develop a QOL measure for this study by 
means of focus group interviews. To this end, interviews were conducted with 
potential informants, children and their carers, to engage them in concept clarification 
of the WHOQOL construct and in proposing items that would be included in the 
questionnaire.
Morgan (1993) stated that the focus group interview has been adopted as the 
major data-gathering technique by market researchers who are interested in the appeal 
of advertising strategies or in consumer product preferences. This technique has also 
been used by social scientists as an aid to questionnaire development and as part of 
programme evaluation. A focus group interview is an informal discussion among 
selected individuals about specific topics related to the situation at hand (Vaughn, 
Schumm and Sinagub, 1996) and is known by at least three different names i.e. focus 
group interviews, focused interviews and group depth interviews. There are various 
definitions of focus groups, from which Vaughn et al. (1996) summarised that they 
usually contain the following core elements. First, the group is an informal assembly 
of target persons-whose opinions are requested relating to a selected topic. Secondly, 
the group should be small, 6 to 12 members, and relatively homogeneous. Thirdly, 
there should be a trained moderator with prepared questions, who sets the stage and 
induces the participants’ responses. Fourthly, the objective is to elicit the perceptions, 
feelings, attitudes, and ideas of the participants about the selected topic. Finally, focus 
groups do not generate quantitative information which can be projected to a larger 
population.
The focus group method was judged to be relevant to the objectives of the 
present study because we needed to test whether the WHOQOL conceptual framework 
and methodology was appropriate for use with children. Also, the focus group 
procedure is recognised as a suitable one for investigating the language and concepts
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used by children in expressing their quality of lives. Vaughn et al. (1996) suggested 
that focus groups with children can provide valuable information about their unique 
experiences. The procedure allows researchers to gain an in-depth understanding of 
the subject’s perceptions, beliefs, attitudes and experiences. Focus groups can help 
researchers increase understanding of the language used by children. It clarifies their 
comprehension of terminology and concepts developed during the research, so it can 
assist in the development of surveys or rating scales. Vaughn et al. (1996) also 
suggested that, with a few exceptions, focus groups should not be conducted with 
children below 6 years of age because they do not have sufficient expressive language, 
adequately to participate. However French et al. (1994) have indicated that children of 
ages 4 and 5 are able to introspect and report upon a variety of psychological factors 
including self-concept, social competence, anxiety and depression. The relevance of 
these results to this study is in showing that children of this age group are able to
express their experiences and to do so in dimensions relevant to those that are
included in the WHOQOL. Furthermore, work by others, as already discussed in 
Chapter Two (sub-section 2.4.2), supported the view that children aged 5 years and 
upward can be reliable reporters on their QOL. In view of the controversy over the 
capabilities of young children as self-reporters, it was decided that it would also be 
necessary to gain proxy information from the children’s most appropriate care-givers. 
This would enable the child’s report to be compared with the carer’s view of that 
child. Therefore, focus group interviews were planned to gain information from both 
the children and their carers with two main purposes: (i) to examine the relevance o f  
the QOL domains and facets to the perception of Thai children and their mothers (ii) 
to learn the language that they use when they talk about quality of life, in order to
construct a questionnaire which is suitable for their ages.
3.2 Method
It was planned, with flexibility in mind, that focus groups would start with 4 groups of 
children and 4 groups of mothers and run until it reached a point of ‘theoretical 
saturation’ as suggested by Morgan (1988), which means the point at which there is 
little to be gained by interviewing more groups. The groups of children would 
comprise 2 sub-groups of urban children and another 2 of construction workers’ 
children. Each sub-group would consist of 6 participants, aged 5-8 years. The urban
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children would be selected from pupils in kindergartens, and where possible, the 
participants should come from different classes to avoid familiarity with each other 
(Krueger, 1994) and so that no one would dominate the group. Groups of construction 
workers’ children would come from the construction sites in Bangkok. Every potential 
candidate would be informed and invited to participate willingly in the interview, and 
with the permission of their parents or the school owners.
3.2.1 Sample
The interviews with the sub-sample of construction workers’ children and mothers 
were conducted in 3 construction companies (see Table 3.1). The first company had a 
big construction site with more than 500 workers and the focus groups were able to 
run with both the children and their mothers. The second company was smaller with 
about 250 workers. Most of the workers in this company did not bring their small 
children with them, so only the mothers were available for an interview. Another 
focus group interview was conducted with children at the last company, which was 
big and which had a day care centre for the workers’ children.
For the groups of urban children, three kindergartens, a primary school and a 
Sunday school in a church were contacted but two kindergartens could not cooperate 
because it was towards the end of the year. Three focus groups with children; one all 
boys, one all girls and one mixed, were conducted at a kindergarten and a primary 
school which were willing to cooperate. But there were too few number of mothers 
-  who were -available to participate. So- a xommunity near to the kindergarten was 
approached and a focus group interview with mothers was conducted there. Another 
two focus group interviews, one with children and one with mothers were then 
conducted at a church.
Altogether, ten focus group interviews were conducted during the period 22 
December 1996 - 6 January 1997. The number of participants in each sub-group is 
shown in Table 3.1. The total number of boys and girls were 12 and 19 respectively. 
As for the mothers’ groups, the numbers from the urban background as compared to 
those from the construction community, were approximately equal. Although the 
selection process needed to be adjusted due to the limitation of time and the 
availability of mothers, the participants in these selected groups constitute a 
representative sample of the target population. Three groups of children from
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kindergartens represented the ordinary urban children w hile another group at the 
church provided information from m inorities who had different beliefs. T w o groups o f  
construction workers’ children represented both the children w ho had opportunities to 
have a proper education and those who had not. The groups o f  mothers were 
representative o f  the mothers o f  children aged 5-8 years. They had various 
occupations and educational backgrounds (see Table 3.2).






1 Urban children 2 4 6
2 Urban children - 6 6
3 Urban children 5 - 5
4 Urban children 3 3 6
5 Construction workers’ children - 4 4
6 Construction workers’ children 2 2 4
7 Urban children’s mothers - 3 3
8 Urban children’s mothers - 5 5
9 Mothers of construction workers’ 
children
- 5 5
10 Mothers of construction workers’ 
children
- 6 6
Total 12 3 8 50
3.2.2 Procedure
In preparing the materials for the study, the definitions o f  24 facets o f  quality o f  life  
w hich  had been generated by the W HOQOL group in the developm ent o f  the adult 
scales were exam ined. These definitions had previously been translated into Thai for 
use by focus groups in the creation o f  the original Thai version o f  the W HOQOL  
(W H O Q O L Group, 1995b). These W HOQOL facet definitions were exam ined to see  
whether they were suitable for children and, where necessary, were sim plified. 
Alterations were made to som e facets as described in detail in Chapter T w o (sub­
section  2.4 .4).
The focus groups with children were carefully planned (see the script for the 
moderator in Appendix 3a) and were conducted as fo llow s:- Firstly, I, as the 
moderator, introduced m y se lf to the group, explained the purpose o f  the interview  and 
then asked the participants to introduce them selves. After getting acquainted with
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them, the meaning of the term “quality of life” was explained in simple words, as 
being about “their feelings or perceptions about how happy or satisfied they were 
with their lives”. A picture, illustrating loving care and a happy life, was shown to 
them as part of an explanation about good QOL. To illustrate poor QOL, a bedtime 
story called “Matches at Midnight” was recounted, which was about a poor little girl 
who had no home, no food and who had to earn her living by selling matches. The 
aim was to stimulate their ideas about QOL and to motivate them to think about 
themselves and to participate in the groups.
The interview continued by asking questions. Two main questions were asked 
for each facet (see details in Appendix 3a). The first was about the importance of that 
facet to the child’s QOL e.g. “How important to you is it to sleep and rest?” and 
“why?”. The second question was “If you want to ask your friends about this (the 
facet), what question or words will you use?”. This second question was asked to 
obtain information about the language or words that children use when they talk about 
different aspects of QOL. Before asking each question, the group was shown a 
picture depicting the concept of each facet (see examples on Figures 3a and 3b in 
Appendix) and an explanation was provided to make sure that they understood the 
meaning of the facet. The questions and explanations were written in simple child- 
friendly language.
Answer sheets with five-point response scales were provided, depicting a one 
to five plus-sign from ‘Not important at all’ to ‘Extremely important’. These response 
- _ seales_were explained and they were_asked to tick the most relevant category. Using 
this method, the child could answer without needing to read or write. This procedure 
was monitored carefully because some authorities have argued that children as young 
as 5 are unable to deal with scales containing more than 3 response categories. The 
results from this stage of the project indicated that even 5 year olds are well able to 
differentiate categories using a five-point scale, if an appropriate procedure is used.
During the interview, invalid answers were identified by inconsistencies 
between the choice they made and the reasons they gave for this choice. These are 
considered to be consistent answers. For example, when shown a picture of a child ill 
in a hospital bed together with a picture of a wound, a child might be asked:
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Moderator: “How unhappy are you i f  you are like this... i f  you have a wound? ”
Moderator to E3: “Can you tell me why you picked the one plus-sign? ”
Child E3: “ When I  stumbled, I  put up with it. I  didn ’t have much pain. ”
Moderator to D3: “Why did you pick five plus-sign? ”
Child D3: “I  had a lot o f  pain when I  stumbled and I  cried a lot. ”
Moderator: “ How important is it to you to sleep and rest? ”
Moderator to C2: “Why did you pick the three plus-sign? ”
Child C2: “ I  saw my father who is 36 years old and sometimes he sleeps
only a few  hours. ”
Child A2: “ I  chose the four plus-sign because i f  I  don’t sleep I  will have a pain
in my eyes. ”
Child D2: “ and will be moody. “
An example of an inconsistent answer was taken from a focus group interview 
with construction workers’ children (group 6) (see below).
Moderator: “ Why is it important to you to have loving relationships within your
family? ”
Child A6: “Very important, because my father and mother love me so much. ”
Child C6: “My father-told me that it was not important.” —_l_-________ _____
Child E6: “Important, so that my mother will not beat me or scold me. ”
Child D6: “Because my mother loves me. It makes me happy and I  love her very
much. ”
When the group was asked how important were their relationships with their 
parents, all of them picked a five plus-sign except child C6, who ticked a four plus- 
sign. His answer was inconsistent because it was not his own idea and it was not 
consistent with the choice he made since four plus-sign still means important. The 
focus groups for children lasted between 1 and 1.5 hours with a short break for 
refreshments. Thirty-three children participated but 2 were excluded for reasons of 
apparently inconsistent replies.
62
Focus group interviews with mothers alone were conducted in the same way, 
except that they were asked to free list anything that could affect their children’ s 
quality of life. The free listing would be done to check whether there were any other 
aspects of life that were not covered by the QOL domains and facets. Then the 
mothers were asked about the importance of each aspect (facet) to their child’s QOL 
and why. Finally, they gave examples of how they would ask their child about his or 
her QOL for each aspect, and told us what questions or words they would use. The 
script for the moderator and the questions to be asked were written in advance, as 
were standard explanations and examples for those who did not understand these 
issues (see Appendix 3b). The interviews lasted between 1.5 and 2 hours. The 
researcher - a native Thai speaker - was the moderator in all groups.
3.2.3 Summary characteristic of each focus group
Regarding the group number shown in Table 3.1, a brief summary of the background 
and dynamics of each focus group is given below. Two examples of focus group 
interviews, groups 2 and 7, are provided in full transcription in Appendix 3c.
Group 1 comprised urban children from a church in Bangkok. There were 2 
boys and 4 girls, at 5-7 years of age. They were cooperative and joyful throughout the 
interview. All of them could tick the answer sheet without difficulty. When the 
moderator asked the questions on “Why do you pick that choice?”, only the 2 seven 
year olds, a girl and a boy  ̂ could answer promptly and confidently. The others, 3 six 
year old girls, had to be encouraged from time to time, and the youngest, a five-year- 
old boy could only participate actively in the second half of the interview with a very 
soft voice. The moderator decided to omit asking such questions as “If you want to 
ask your friends about it, what question will you use?”, because the children could not 
answer and it took a very long time. The interview lasted for one hour and 15 minutes.
Group 2 comprised six 5-6 year old girls at a kindergarten. The occupation of 
their mothers varied from government officials, housewives, employees in private 
companies and food sellers. The participants were enthusiastic in listening to the story 
and seeing the pictures that the moderator used to explain to them about WHOQOL 
facets. Three of them answered almost every question, the other three would answer
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only after being encouraged. They could not answer the question “If you want to ask 
your friends about it, what question will you use?”. The interview lasted for one and a 
half hours.
Group 3 was a group of 6 boys of 5-6 years of age from the same 
kindergarten as group 2 . Their mothers had various occupations. All of them were 
very cooperative, except a six year old boy who could not tick the answer sheet 
properly. He neither listened to the question, nor expressed his ideas; so his answer 
sheet was not included in the analysis. When asked why they picked a particular 
choice, the participants gave quite simple and short answers. The interview took 
about one hour.
Group 4 consisted of 3 boys and 3 girls at a kindergarten. Their mothers came 
from different occupations and educational backgrounds. They could tick the answer 
sheet confidently, but they gave quite short reasons. They could not answer the 
questions “If you want to ask your friends about it, what question will you use?”. The 
participants had very good concentration and discipline during the interview. It took 
about one hour and 15 minutes to finish all questions.
Group 5 was a group of 5 construction workers’ children at a big construction 
site in Bangkok. It comprised 4 girls aged 5-7 years and a boy aged 4 years. Three of 
their mothers were also construction workers, the rest were housewives. The children 
were healthy and cheerful but they had short periods of concentration. It tbok_a very 
long time for the children to tick the choice in each question. The moderator had to 
give explanations repeatedly and helped them one by one. Only the girls could give 
the reasons why they picked that choice; the boy was too young, so his answer sheet 
was not included in analysis. At the second half of the interview, the mothers were 
asked to sit with their children in order to help the children in ticking the answer 
sheets and to keep them in their seats. The session took one and a half hours.
Group 6 was a group of 5 construction workers’ children at the day care 
centre of a construction site in Bangkok. There were 2 girls, aged 5-6 years and 3 
boys, aged 5-6 years. All their fathers were construction workers, but three of their
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mothers were housewives and another two were employees in a department store 
nearby. They were very cheerful and friendly but they had short periods of 
concentration. They constantly teased one another and often asked for permission to 
go to the toilet or to drink some water. They could tick the answer sheet with a little 
help but they gave very short and simple reasons. A five year old boy could not give 
consistent reasons related to his choices, so his answer sheet was left out.
Note: Since the participants in all 6 groups could not answer the question “If 
you want to ask your friend about it, what question will you use?” within the time 
available, the researcher conducted a special interview with 2 selected children, aged 8 
years. The whole process of previous focus group interviews was used, and both 
participants, provided very clear and useful information.
Group 7 was a group of 3 mothers in a community near the kindergarten of 
Group 4 . At first, the researcher approached 7 mothers in their homes to invite them 
for a focus group interview. One refused immediately, the other six were willing to 
cooperate. The date for the interviews was set for that weekend. In the following 
days, one of the six was sick and another called to cancel. So the day before the 
interviews were due to take place, the researcher approached three more mothers and 
sought to confirm that the four who remained of the original group were still willing. 
That night, two of them called to withdraw and the other two proved unable to attend 
at the last minute. Therefore, there were only 3 participants. All had Bachelors 
degrees but theyfiad different occupations. Their chijdreniwere in kindergarten: They 
were asked to free list on the quality of life of their children. ~ They expressed their 
own perspectives and the quality of data was very good. All of them had kindly 
shown their interests by staying for two hours.
Group 8 consisted of 5 mothers from the same church as Group 1. Nine of 
them were invited but only five were available at that time. Their ages ranged from 
28-42 years with 1-2 children. They had various educational backgrounds and 
occupations. All of them were cooperative and friendly. Although they had wide 
ranging discussion, no one dominated the group. They enjoyed talking about their 
children and their experiences in child rearing, so the session lasted for three hours.
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Group 9 comprised the mothers of the children in Group 5. Three of them 
were construction workers, the other two were housewives. They had difficulties with 
writing due to limited education, so free listing on the quality of life of their children 
was omitted. They were concerned about the safety and education of their children 
and planned to take their children back to their home town during the New Year 
holidays. Some of them would stay with their children, but some intended to leave 
their children with their parents or relatives. Three of them could express ideas 
confidently, the other two had to be encouraged.
Group 10 was a group of 6 female construction workers who each had small 
children. None of them had brought their children to live with them, except their older 
children who had already grown up. Five of them had received primary education, the 
other was illiterate. The free-listing on quality of life was omitted. During discussion, 
the participants were obviously concerned a lot about their children, who were living 
far away. They talked about how much they thought of their children, the economic 
problems of being apart and the problem of education if they brought their children 
along. The interview lasted for one hour and 15 minutes.
3.3 Results
The data obtained from 10 focus groups was both quantitative and qualitative. The 
quantitative data was analysed from 50 answer sheets from 31 children and 19 
mothers. The personal background of the mothers is summarised in Table 3.2 ~ . . .  , L
Table 3.2 shows the good distribution in terms of education, occupation and 
ages of the mothers. The percentage of mothers who had received primary education 
was highest, which was typical compared to the report on the Population and Housing 
Census in 1990 (National Statistical Office, 1998b). According to that Census, the 
percentage of population by educational level varied from 10.7, 70.7, 13.6 and 5.0 per 
cent in the respective categories of: no education, primary education, secondary 
education and university level. The number of mothers with university level education 
was large, compared to the population census, that might be expectable among the 
urban population especially in the capital of the country. In addition there was wide 
range in incomes, both their own and their family’s, among the urban children’s 
mothers as well. Their family incomes were obviously higher than the average
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monthly incom e o f  households which was equal to 8 ,262 baht in 1990 (about £192  
according to the exchange rate before the floatation o f  the Thai baht in Septem ber 
1997), according to the H ousehold Socio-E conom ic Survey conducted by the National 
Statistical O ffice (1998a). H owever, the national figure w as alm ost the sam e as the 
mean o f  the fam ily incom es o f  the construction worker’s group.
Table 3.2 The personal background o f  19 participants in 4 sub-groups o f  mothers
No Characteristic Number %
1 Education
No education 1 5.3
Primary school 9 47.4
Secondary school 2 10.5




House wife 5 26.3
Government official 1 5.3
Employee in private company or State enterprise 4 21. 1
Daily-allowance employee 9 47.3
Total 19 100.00
X S.D. Max. Min.
3 Age (years) 31.89 6.76 42 20
4 Her own income (in baht)
Urban children’s group 15,050.00 10,745.36 35,000 0
Construction worker’s group 2,536.36 1,650.62 4,200 0
5 Family income (in baht)
Urban children’s group 34,857.14 17,658.13 65,000 15,000
Construction worker’s group 8,968.18 2,811.43 13,500 4,500
Apart from the personal background information o f  the participants, the data 
on how  each facet w as important to the ch ild ’s QOL (the Importance questions) was 
analysed by SPSS/PC +. The results are shown in the fo llow in g  sub-section.
3.3.1 The Importance questions
The data from the response to the Importance questions o f  31 children and 19 mothers 
was analysed for the distribution o f  answers across the 5-point scales; mean and 
standard deviation o f  each facet score; and the rank o f  m eans o f  these facet scores. 
Table 3.3 show s the results from the groups o f  children, w h ile  Table 3.4 represents the 
opinions o f  the mothers.
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Table 3.3 The distribution o f  answers, mean, standard deviation and rank o f  facet 























1 Pain and 
discomfort
2 5 .8 16.1 0 16.1 4 1 .9 3 .3 2 1 .74 2 6
2 Energy and 
fatigue
0 6 .5 9 .7 12.9 7 1 .0 4 .4 8 0 .9 3 19
3 Sleep and rest 0 9 .7 12.9 3 8 .7 3 8 .7 4 .0 6 0 .9 6 25
4 Positive
feelings





3 .2 3 .2 0 12.9 8 0 .6 4 .6 5 0.91 13
6 Self-esteem 0 6.5 3 .2 2 5 .8 6 4 .5 4 .4 8 0 .8 5 18
7 Body image and 
appearance
3 .2 0 9 .7 2 9 .0 58.1 4 .3 9 0 .9 2 23
8 Negative
feelings
0 0 3 .2 3 .2 9 3 .5 4 .9 0 0 .4 0 1
9 Mobility 0 0 3 .2 12.9 8 3 .9 4.81 0 .4 8 4
10 Activities of 
daily living
0 6.5 9 .7 19.4 6 4 .5 4 .4 2 0 .9 2 21
11 Dependence on 
Medication or 
Treatment
0 0 12.9 16.1 7 1 .0 4 .5 8 0 .7 2 16
12 Dependence on 
Drugs
0 3 .2 6.5 9 .7 8 0 .6 4 .6 8 0 .7 5 12
13 Working
capacity
3 .2 0 6.5 3 .2 87.1 4.71 0 .8 6 10
14 Personal
relationship
0 3 .2 0 12.9 8 3 .9 4 .7 7 0 .6 2 6
15 Practical social 
support
9 .7 3 .2 6.5 12.9 6 7 .7 4 .2 6 1.32 2 4
16 Physical safety 
and security
3 .2 0 3 .2 12.9 8 0 .6 4 .6 8 0 .8 3 11
17 Home
environment
3 .2 0 0 3 .2 9 3 .5 4 .8 4 0 .7 3 3
18 Financial
resources
0 0 0 2 2 .6 7 7 .4 4 .7 7 0 .4 3 7









































3.2 0 0 9.7 87.1 4.77 0.76 5




3.2 3.2 3.2 9.7 80.6 4.61 0.95 15
25 The right to 
speak out and 
be heard
3.2 0 0 12.9 83.9 4.74 0.77 8
26 The right to 
have an identity
3.2 0 0 3.2 93.5 4.84 0.73 2
Table 3.3 show s that more than 50 % o f  the answers fell in response categories 
4 (V ery important) and 5 (Extrem ely important) w hich  meant that more than h a lf o f  
the children perceived that every facet w as very important or extrem ely important to 
their quality o f  life. They perceived that N egative feelings and the Right to have an 
identity w ere the m ost important facets, w hile Pain and discom fort and Sleep and rest 
were considered as the least important facets. It w as noticeable that the tw o new  facets 
on the Right to speak out and be heard and the Right to have an identity, w hich were 
added to the W H O ’s facets, were ranked eighth and second out o f  all 26 facets, 
indicating that the children perceived that these tw o were important to their QOL.
From Table 3.4, it w ill be seen that more than 56 % o f  the participants thought 
that each facet w as very important or extrem ely important to the QOL o f  their 
children. N o  answer fell in response category 1 (N ot important at all). The m others’ 
group considered that the facets on Personal relationship and D ependence on drugs 
were the m ost important to their children’s quality o f  life, w hile the facets on  
Financial resources and Practical social support were ranked lowest.
Table 3 .4  The distribution o f  answers, mean, standard deviation and rank o f  facet 























1 Pain and 
discomfort
0 0 0 26.3 73.7 4.74 0.45 3
2 Energy and 
fatigue
0 0 0 36.8 63.2 4.63 0.50 7
3 Sleep and rest 0 0 0 42.1 57.9 4.58 0.51 8






























0 0 5.3 42.1 52.6 4.47 0.61 12
6 Self-esteem 0 0 5.3 26.3 68.4 4.63 0.60 6
7 Body image and 
appearance
0 0 42.1 26.3 31.6 3.89 0.66 24
8 Negative feelings 0 0 5.3 63.2 31.6 4.26 0.56 19
9 Mobility 0 0 0 31.6 68.4 4.68 0.48 4
10 Activities of 
daily living
0 0 5.3 47.4 47.4 4.42 0.61 15
11 Dependence on 
medication or 
treatment
0 0 5.3 36.8 57.9 4.53 0.61 10
12 Dependence on 
drugs
0 0 0 10.5 89.5 4.89 0.32 2
13 Working
capacity
0 0 15.8 31.6 52.6 4.37 0.76 17
14 Personal
relationship
0 0 0 5.3 94.7 4.95 0.23 1
15 Practical social 
support
0 26.3 15.8 26.3 31.6 3.63 1.21 26
16 Physical safety 
and security
0 0 0 31.6 68.4 4.68 0.48 5
17 Home
environment
0 0 10.5 36.8 52.6 4.42 0.69 16
18 Financial
resources
0 0 47.4 42.1 10.5 3.63 0.68 25




0 5.3 10.5 42.1 42.1 4.21 0.85 21




0 0 21.1 42.1 36.8 4.16 0.76 22




0 0 26.3 57.9 15.8 3.89 0.66 23
22 Physical
environments
0 0 5.3 57.9 36.8 4.32 0.58 18




0 0 5.3 47.4 47.4 4.42 0.61 14
25 The right to 
speak out and be 
heard
0 0 5.3 47.4 47.4 4.42 0.61 13
26 The right to have 
an identity
0 5.3 0 31.6 63.2 4.53 0.77 9
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When the results from Table 3.3 and 3.4 were compared, the data revealed that 
the mothers perceived the importance of these facets to a greater extent than the 
children themselves, since no mothers chose “Not important at all” and very few 
chose response category 2 “A little important”. However both groups of respondents 
had corresponding opinions that the two new facets were important to the children’s 
QOL since they both gave higher ranking to them. These results show that the 
WHOQOL construct and the two additional facets are affirmed as relevant to the 
conceptualization of QOL among Thai children and mothers.
3.3.2 Qualitative data
The process of qualitative data analysis began with the transcription into English of 15 
tape cassette recordings of the focus group interviews. The transcription was checked 
by a native English speaker, to correct English and to clarify the meaning of the words 
used. After that, the transcription was analysed as follows: first, the transcription of 
each group was read carefully, several times, to gain the general ideas of the group on 
QOL. It was also read to find out how sensible each participant’ s response was. Here 
is an example of a sensible response to the questions:
Moderator: “I f  you are sick, do you like to take medicine?
How important to you is it to take medicine? ”
Child A2 : "I will recover from illness i f  I  take medicine. ”
Child C2 : “When we have a cold and we don’t take (our) medicine and
_ _ „ ^ __  we don ’t have warm clothes like the girl who sells the matches, we-----
will die. ”
Child E2 : “But we have to be careful when we take medicine, because we 
may take the wrong one and die too. ”
An example of a response that was of questionable sensibility was one from a 
child who, when asked about why sleep and rest were important, replied that it was 
important so that he could “see the angels”. Sometimes children in particular focus 
groups were unable to respond to the question ‘why?’. These omissions were not 
specific to certain facets but were due to a lack of personal experience.
Secondly, using the WHOQOL facet definitions and those of the two 
additional facets as a guideline (WHOQOL Group, 1995b), the words, phrases and 
sentences that were relevant to the facet definition were highlighted on the
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transcription and recorded for future reference. Mother’s and children’s responses 
were kept separate. Responses to the question “If you want to ask your friends about 
it, what question will you use?” were also recorded separately. Finally, the ideas were 
summarised facet by facet.
To check whether the analysis was reliable, an independent judge was asked to 
repeat the same procedure by reading the WHOQOL facet definitions and highlighting 
words in the selected transcripts. Four out of 11 transcriptions were selected on the 
basis that they contained the most complete responses; there were two groups each of 
children and mothers. The number of words highlighted by each person were counted 
and put into a table to calculate the percentage of inter-rater agreement (see details in 
Appendix 3d). The average overall initial agreement was 68% and this is acceptable 
as inter-observer reliability should exceed 50% (Streiner and Norman, 1995). Where 
disagreements existed, these were negotiated, using the facet definitions as guidelines, 
until 100% agreement was reached.
It should be noted that the percentage of overall agreement not only confirmed 
that the researcher’s analysis of this qualitative data was reliable but it also ensured 
that the WHOQOL facet definitions and the two additional facet definitions were all 
valid, since the percentage of overall agreement between the researcher and the 
independent judge on the two additional facets were 100 and 79 respectively. In 
addition the free listing on aspects of quality of life from the 2 focus groups of 
mothers was checked. There was no aspect of life mentioned that was not covered by 
the' proposed facets~and domains of QOL of this study. The informatlon^from the 
qualitative data affirmed that the QOL construct of this study is relevant to the 
conceptualisation of QOL among Thai children, according to the perception of 
children and mothers. Moreover, the obtained qualitative data also enabled the QOL 
measure to be developed, as described in the following section.
3.4 Item construction
3.4.1 The Child’s form
Test items were constructed from questions suggested by focus groups and the words 
or phrases highlighted in the transcripts. Between 3 and 5 items were pooled for each 
facet and the 2-4 best items were jointly selected from these by my supervisor and 
myself on the grounds that they were (a) relevant to the facet definitions (b) simple
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enough to be comprehended by children aged 5-8 years and (c) wherever possible, the 
questions were positively framed.
The WHOQOL response scales, as mentioned in Chapter Two sub-section 
2.3.6, were adopted for piloting with the questions (Szabo et al, 1997; WHOQOL 
Group , 1993). There were five types of five-point response scales namely; Intensity, 
Capacity, Evaluation, Frequency and Importance.
Intensity response scale refers to the degree or extent to which a person 
experiences a state or situation e.g. the intensity of pain. The wording of points on 
the scale is : Not at all -> Not much -» Moderately —» Very much -» Extremely.
Capacity response scale refers to a capacity for a feeling, state or behaviour. 
There is a fine line between this response scale and the intensity response scale. The 
wording of points on the scale is : Not at all -» Not much -» Moderately -» Very 
much —» Completely.
Evaluation response scale refers to the appraisal of a state, capacity or 
behaviour. These may be either cognitive or affective assessments. There are three 
sets of the wording of points on the evaluation scales:
i.e. Very dissatisfied -> Dissatisfied -» Neither satisfied nor dissatisfied -» 
Satisfied -» Very satisfied,
--Very unhappy —» Unhappy -*> Neither happy nor unhappy —> Happy —> Very —r 
happy, and
Very poor -> Poor -> Neither poor nor good -> Good -» Very good.
Frequency response scale refers to the number, frequency, commonness, or 
rate of a state or behaviour. The wording of points on the scale is : Never —> Seldom 
—» Quite often -» Very often -> Always.
Importance response scale assesses the perceived importance of facets of 
quality of life. The wording of points on this scale is : Not important at all -> A little 
important —̂Moderately important —» Very important -> Extremely important. The
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wording for the importance scale had already been used successfu lly  by children and 
mothers in the focus group interview s reported earlier.
The response scale ranged from 1 to 5 for positively  framed item s and scoring  
is reversed for negative item s. To enable young children, w ho could not read, to 
recognize the response scales and to differentiate their values easily, three sets o f  
pictures were developed to illustrate these five response scales, “the Sm iley faces” 
were adapted from the work o f  French et al. (1994) to illustrate the evaluation scale. 
T wo further sets o f  pictures were new ly developed; “the fingers” to illustrate intensity, 
capacity and importance and “ the clock s” to show  frequency. T hese three sets o f  
pictures were inserted in the pilot questionnaire o f  the ch ild ’s form along w ith the 
written words and the value (1 -5 ) o f  the response scale (see exam ples in Figure 3.1).
F igu re 3.1 Exam ples o f  R esponse Scales for the ch ild ’s form o f  the C-QOL
Evaluation: How satisfied are you with your strength?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
Intensity: To what extent does your strength allow you to play as you want?
sf & © 0 -0
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
Frequency: How often are you good-tempered?
0 00 00© ©00© ©0000 
N ever Seldom  Quite often Very often A lw ays  
1 2  3 4 5
In this way, the 62-item pilot version of the Quality of Life Measure for 
children (C-QOL) was developed and it is referred to as the “Child’s form”. A second 
questionnaire, as will be described in sub-section 3.4.3, was also developed by asking 
the same questions as the items in the child’s form but from the perspective of the 
carer, and this is referred to as the “Carer’s form”.
3.4.2 The Importance Questions
The Importance Questions were revised from questions of the type “How important is 
each facet (or aspect of life) to your QOL?”, which were used in focus group 
interviews. They were asked in order to gain information to confirm whether children 
and their carers perceived the importance of these aspects to the children’s QOL. 
Moreover, the results from the Importance Questions would reflect the awareness and 
expectation of children and their carers towards each aspect of the children’s QOL, 
which would in turn provide a better understanding when compared with the QOL 
score gained from the QOL measure (see the results in Chapters 4 and 5). They 
comprised 31 items and were put into Part 2 of the questionnaire.
3.4.3 The Carer’s form
The carer’s form comprised 3 parts:-
Part 1 contained questions on personal information about the child and his/her 
carers and some questions which were relevant to the independent variables that 
.would affect the_childreu’s.QOL.-There were 25 questions. Most of them werefixed 
alternative questions, the rest were “open ended questions.
Parts 2 and 3 comprised the items on the QOL measure and the Importance 
Questions. The words used in these two parts asked the same questions as the items 
in the child’s form, but from the perspective of the carers.
3.5 Conclusions
The outcome of this stage of the study may be summarised that the results from 
quantitative and qualitative data from the focus group interviews affirm that the QOL 
construct of this study is relevant to the conceptualisation of QOL among Thai 
children. The data also enabled two questionnaire forms to be developed- the child’s 
form and the carer’s form. The child’s form had 2 parts, Part 1 called “The Quality of
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Life Measure for children (C-QOL), consisting of 62 items, and Part 2 called “The 
Importance Questions” with 31 items. The carer’s form had three parts, Part 1 
consisted of 25 questions asking about personal information of the child and carers, 
while Parts 2 and 3 were the Quality of Life Measure and the Importance Questions. 
The two types of questionnaire were subsequently translated into Thai and were 




The questionnaires developed from the previous stage of the study had been translated 
into Thai and assessed for the face validity. A convenience sample of Thai children 
and their parents were asked to read them and make comments on any terms which 
would be difficult for or unclear to children. These were then changed before the 
questionnaires were printed and the pilot study was carried out.
This chapter describes the sample selection, procedure and results of the pilot 
study in which the QOL measures, developed from previous stages, were tested for 
their preliminary psychometric properties. It will be followed by the item analysis to 
select the most acceptable items and to revise the scales. The pilot study was aimed at 
testing the questionnaires with groups of urban children, construction workers’ 
children and their carers. For the group of urban children, it was planned to administer 
the questionnaires to the healthy, as well as to the sick children in hospital, in order to 
investigate the validity of the measure in a broad range of health-illness continuum. 
The pilot study was conducted during the period March 26- April 18 1997. Since this 
was during the summer holidays for all schools, it was impossible to collect data from 
the children in schools. A possible alternative was to contact them in their 
communities. Therefore, three communities of average size (an estate of about 100 
families) and middle socio-economic status'in Bangkok were selected as the. sample " 
units for healthy urban children; two were detached , semi-detached and townhouse 
communities while the third was a flat community. The Children’s hospital in 
Bangkok was selected as the sample unit for sick children. Data on construction 
workers’ children and their carers were collected from two construction companies, a 
big one with more than 500 workers and a small one with less than 100 workers.
The sample size in each group, children and carers, was planned to be 40 but 
not less than 30, which is the minimum number of cases that can be analysed by 
parametric statistics (Cohen & Manion, 1994: 89). Proportionally, it was aimed to get 




The sample of each group was selected by using the following procedure.
4.2.1 Construction workers’ children and their carers
Two construction companies in Bang Khen and Phra Khanong constituencies were 
contacted and asked for cooperation. The objective, method of study and criteria for 
sample selection were conveyed to the chief engineers of the construction sites. Then 
the children and their carers were selected according to the criteria (children aged 5-8 
years, either of whose parents was a construction worker) and the interviews were 
arranged at the construction sites. As there was a long holiday in Thailand at that 
time, most of the construction workers went back to their hometowns, so there were 
few children available. The data was eventually collected from 10 children and 8 
carers.
4.2.2 Sick children and their carers
The study was conducted at the Children’s hospital, with the approval of the hospital’s 
research committee. The sample from the Out-Patient and In-Patient Departments was 
selected according to criteria (age 5-8 years and each patient’s condition being not too 
serious to participate).The patients and their parents (if they were present) were asked 
for cooperation before the questionnaires were administered. If the parents were not 
with their children at that time, the carer’s questionnaire was left with a note asking 
them to complete and return it by mail.
Three days were needed to collect data in the hospital. It took more than one 
hour for each patient to answer the questionnaire. Some of them needed to rest for a 
while when they felt tired, and sometimes they had to stop answering when the nurses 
were providing treatment. In the end, data was gathered from 8 sick children. Their 
respective diagnoses were 2 cases of acute osteomyelitis and one case each of 
conjunctivitis, carditis, rheumatitis, pericarditis with right leg infection, pneumonia 
with appendectomy, and intestinal obstruction with colostomy.
Among these 8 cases, 3 mothers were with their children and their 
questionnaires were collected on the day. The other five were asked to return their 
questionnaires by mail. After one follow up telephone call and a wait of one month, 
three sets of questionnaires were returned.
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4.2.3 Urban children and their carers
Three community committees, as described earlier, were approached. They were 
informed of the purpose of the study and were asked for information of homes with 
children aged 5-8 years. After that the homes were visited and cooperation was sought 
from the mothers and the children. The questionnaires were administered to those who 
agreed to participate. Eventually, 17 children’s forms and 16 carer’s questionnaires 
were obtained.
The number of respondents categorised by group and age of children is shown 
in Table 4.1.
Table 4.1 Number of respondents in pilot study
Group o f  
respondents















6 5 2 5 8 10
2. Urban healthy 
children
6 6 10 11 16 17
3. Urban sick 
children
3 3 3 5 6 8
Total 15 14 15 21 30 35
4.3 Procedure for administering the cjuestionnaire
The participants would be informed about the objective of the study, which was to test 
the QOL questionnaires, and they would be asked to comment on the clarity of the 
questions and words in the questionnaires. The children and their carers were asked to 
answer separately. In most cases, the carers were not present when the children were 
tested, the exception being when the child needed the carer’s company. In these 
instances, the carer was asked not to give his/her opinion. The researcher would read 
the questions to the 5-6 years old children who could not read fluently and show them 
the enlarged pictures of the response scales (the fingers, the smiley faces and the 
clocks) so they could choose, item by item (see Chapter Three, sub-section 3.4.1). The 
carers were asked to answer the questions in respect of the QOL of the child who had 
answered the other form (in case they had more than one child).
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The amount of time that the respondents spent in answering the questionnaires 
was recorded, and their comments on unclear questions or words were noted. When 
they had finished answering, the questionnaires were checked and any omissions were 
queried, so as to complete the questionnaire at that time. The participants were also 
asked to complete the “Time 2 questionnaires” after a 2 weeks interval, in order to 
gather data for Test-retest reliability (Streiner & Norman, 1995). Stamped addressed 
envelopes were provided for them to return the questionnaires by post.
4.4 Results
A total of 35 child’s forms and 30 carer’s forms were obtained. The correspondents 
comprised 17 healthy urban children, 16 carers; 8 sick urban children and 6 carers; 
and 10 construction workers’ children and 8 carers. In addition, 15 sets of “Time 2 
questionnaires” were given to all groups and 10 were returned. It was found that 
children aged 5-6 years could choose from 5-point scales with some help from the 
researcher. The researcher read the questions for them and showed them the enlarged 
pictures of the response scales. It took them, on average, 45 minutes to answer 93 
questions (62 items of Part 1 and 31 items of Part 2). Children aged 7-8 years could 
answer the questions by themselves. It took them about 30 minutes to complete. 
Finally the questionnaires were gathered and analysed by SPSS/PC+ and the results are 
presented in 4 parts as follows:-
: Part 1 : Summary of information from respondents .
Part 2 :The results of the analysis of the C-QOL 
( the child’s form and the carer’s form)
Part 3 :The results of the analysis of the Importance Questions, the child’s 
Form and the carer’s form 
Part 4 .'Validity, Reliability and item analysis of the questionnaires
4.4.1 Summary of information from respondents
The general background information obtained from questionnaires (the carer’s form 
Part 1), shows that most of respondents were mothers (93.3%). Half of them were 
housewives with primary or secondary education with no earned income. The 
majority of their partners (40%) were daily allowance employees with primary or
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secondary education, who earned less than 10,000 baht/month (£232 at the exchange 
rate of April 1997). This amount of income was considered average, due to the fact 
that the minimum wage rate in Bangkok and suburbs at that time was 145 baht/day 
(£3.37) or 4,350 baht/month. Their average working time was 45 hours per week and 
the average amount of time spent travelling to and from work was 79 minutes per day.
The background information of the children shows that 47% of them go to 
primary school and 40?/o attend kindergarten. Thirty seven per cent go to school by 
family car, another 27% by school bus and 20% walk or cycle to school. Their average 
travelling time is 63 minutes per day. Most of them (83%) have at least one sibling at 
home. Sixty three per cent of them live with both parents and, among that, 46% have 
other relatives living with them, such as grandparents, uncles or aunts. These figures 
indicates that the Thai family structure in urban areas tends towards the nuclear family 
but the extended family is still observable.
4.4.2 The results of the analysis on the C-QOL
The data from 35 child’s forms and 30 carer’s forms was analysed for the distribution 
of answers across the response scales, mean, standard deviation and rank of each item 
score. For most items the answers were distributed across every point of the scale (see 
Appendix 4a: Table 4a for Child’s form and Table 4b for Carer’s form) and 
histograms show almost all items have a relatively normal distribution. Infrequently, 
items had a slight negative skew e.g. financial resources and the right to have an 
identity, indicatingThey perceived that their QOL was generallygood (4)to  very'good 
(5). It was also found that the carer’s mean item scores had a wider range (1.55-4.90) 
than the children’s answers (2.46-4.31). Using the items, mean facet and domain 
scores were calculated. The facet scores of both forms were compared using a 
matched, paired Student’s t-test on data from 28 pairs of respondents and the results 
are shown in Table 4.2.
Table 4 .2  Mean, standard deviation and rank of each facet score from the child’s form (N=35)









1 Pain and discomfort 3.40 0.92 24 2.72 0.94 25 *
2 Energy and fatigue 3.62 0.67 19 3.42 0.42 19
3 Sleep and rest 3.76 0.83 13 3.54 0.61 17
4 Positive feelings 3.68 0.81 16 3.70 0.71 11
5 Thinking, learning, 
memory &concentration
3.54 0.78 22 2.95 0.72 22 *
6 Self-esteem 3.86 0.94 11 4.40 0.41 3 *
7 Body image & 
appearance
3.94 0.83 8 2.88 0.68 23 *
8 Negative feelings 3.51 0.98 23 2.29 0.69 26 *
9 Mobility 4.11 0.86 2 4.33 0.57 4
10 Activities of daily living 4.01 0.67 6 3.90 0.74 10
11 Dependence on 
medicine or treatment
2.81 1.02 27 2.86 0.67 24
12 Dependence on non- 
medicinal substances
3.34 1.26 25 1.86 1.00 27 *
13 Working capacity 3.70 0.60 14 3.29 0.69 21
14 Personal relationships 4.10 0.91 4 4.53 0.60 1 *
15 Practical social support 3.82 0.71 12 3.60 0.67 15
16 Physical safety & 
security
3.64 1.07 18 3.47 0.72 18
17 Home environment 4.10 0.76 3 4.14 0.53 5
18 Financial resources 3.89 0.64 10 3.91 0.58 9
19 Health and social care: 
availability and quality
3.69 0.99 15 3.64 0.86 13
20 Opportunities for 
acquiring new 
information and skill
3.60 0.75 20 3.55 0.61 16




3.56 0.87 21 3.64 0.71 14
22 Physical environment 3.21 0.77 26 3.38 0.89 20
23 Transport 3.99 0.62 7 4.10 0.70 6
24 Spirituality/
religion/personal beliefs
4.06 0.72 5 4.03 0.78 7
25+ The right to speak out 
and be heard
3.67 0.63 17 3.67 0.74 12
26+ The right to have an 
identity and citizenship
4.27 0.78 1 4.41 0.63 2
27 QOL in general 3.93 0.75 9 3.91 0.72 8
Total QOL 3.59 0.22 3.76 0.36
Note : + = facet which is not a WHOQOL facet
* = significance paired Student’s t-test (n= 28) at a  = 0.05
The Wilcoxon Matched-Pairs Signed-Ranks Test between the rank of facet scores of the 
child’s form and the carer’s form is non significant (P-value = .7861)
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Table 4.2 shows that, in general, the children’s perception corresponded with 
that of the carers, which manifested in the correspondence between the rank of facet 
score in both forms, and in the non significance of the Wilcoxon Matched-Pairs 
Signed-Ranks Test. Considering the mean of facet score, the children’s scores appear 
to be less extreme than that of the carers. Significant differences were found between 
these two sets of ratings in only 7 out of 26 facets. These were (FI) pain and 
discomfort, (F5) thinking and learning, (F6) self-esteem, (F7) body image and 
appearance, (F8) negative feelings, (FI2) dependence on drugs and (FI4) personal 
relationships. The range of mean facet scores from the carer’s form (1.86 to 4.53) was 
wider than the child’s (2.81 to 4.27). This concurs with findings by Theunissen et al. 
(1998), who reports that “when parents are very pessimistic, children seem to say ‘it is 
not so bad’ and when parents are very optimistic, children seem to say ‘it is not that 
good’ ”.
In order to examine whether there were any differences in QOL scores 
between the sex and age of respondents, a one-way Analysis of Variance (ANOVA) 
was used to compare boys and girls (F(l, 33)=0.91; p= 0.35) and between years for 
the 5 to 8 year olds (F(3, 30)= 0.93; p=0.44). No significant differences were found, 
which suggests that the measure is not sensitive to sex or age differences.
Further analysis was carried out to examine the differences between the mean 
facet scores of the three subgroups of children: those from construction sites, healthy 
urban and sick urban children. Since the sample size in each subgroup was small, the 
normal distribution of each-facet score, and the homogeneity of variances of 
population subgroups were examined to ensure that there was no violation of 
assumptions for one-way ANOVA (Peers, 1996). The approximate, normal 
distribution of scores from each facet was checked using histograms and normal 
probability plots (Peers, 1996; Weiss, 1995) and the homogeneity of variances was 
assessed by Levene’s test (Snedecor & Cochran, 1980). The results of the one-way 
ANOVA with post hoc comparison tests among three subgroups of children (in Table 
4.3) show that there were significant differences on only 3 facets:- in mobility (F9) 
between construction workers’ children and sick children, in dependence on 
medication and treatment (FI 1) between construction workers’ children and urban 
children and in practical social support (FI5) between construction workers’ children 
and the other two groups. So construction workers’ children had better perceived
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m obility and practical social support but poorer QOL in terms o f  their perceived  
dependence on medication. In addition, sick children obtained the low est scores in  
som e facets relevant to their physical health (i.e. pain and discom fort (F I), energy and 
fatigue (F2), m obility (F9)) and general QOL, show ing a poorer QOL in this group. 
This indicates prom ising discriminant validity for the measure, but this result needs to 
be confirm ed with larger sample sizes.
Table 4.3 A  summary o f  one-way A N O V A  tests o f  means o f  facet scores from the 









(n =  17)
X  S.D.
Urban sick  
children (3) 







1 Pain and discomfort 3.25 0.98 3.59 0.71 3.19 1.25 0.69 -
2 Energy and fatigue 3.85 0.52 3.62 0.66 3.34 0.81 1.31 -
3 Sleep and rest 3.87 0.57 3.57 0.94 4.04 0.86 0.98 -
4 Positive feelings 3.87 0.85 3.61 0.81 3.58 0.81 0.38 -
5 Thinking, learning, 
memory and 
concentration
3.65 0.75 3.44 0.83 3.62 0.79 0.27
6 Self-esteem 3.85 0.94 3.68 0.99 4.25 0.76 1.02 -
7 Body image and 
appearance
4.05 0.86 3.94 0.90 3.81 0.70 0.17 -
8 Negative feelings 3.05 0.76 3.59 1.02 3.94 1.02 2.03 -
9 Mobility 4.55 0.55 4.06 0.93 3.69 0.84 2.52 1-3
10 Activities o f daily living 4.30 0.48 3.79 0.73 4.12 0.64 2.06 -
11 Dependence on 
medicine or treatment
2.35 0.91 3.18 0.97 2.62 1.06 2.46 1-2
12 Dependence on drugs 2.90 1.02 3.65 1.30 3.25 1.44 1.14 -
13 Working capacity 3.95 0.50 3.59 0.67 3.62 0.52 1.26 -
14 Personal relationships 4.10 0.88 4.00 1.06 1 4.31 0.65 0.31 -
15 Practical social support 4.47 0.48 3.59 0.58 3.50 0.74 8.39 1-2, 1-3
16 Physical safety and 
security
4.05 0.86 3.59 1.09 3.25 1.20 1.31 -
17 Home environment 4.00 1.00 4.21 0.66 4.00 0.66 0.31 -
18 Financial resources 4.10 0.52 3.74 0.69 3.94 0.68 1.05 -
19 Health and social care: 
availability and quality
3.80 1.14 3.82 0.81 3.25 1.13 1.02 -
20 Opportunities for 
acquiring new 
information and skill
3.83 0.72 3.47 0.71 3.58 0.90 0.72




3.50 1.11 3.47 0.72 3.81 0.92 0.43
22 Physical environment 3.30 0.86 3.09 0.71 3.38 0.84 0.45 -
23 Transport 4.05 0.76 4.00 0.56 3.88 0.64 0.17 -
24 Spirituality/
religion/personal beliefs






_  (n =  10)





Urban sick  
children (3)







25 The right to speak out 
and be heard
3.73 0.56 3.69 0.61 3.54 0.80 0.21 -
26 The right to have an 
identity and citizenship
4.40 0.52 4.29 0.56 4.06 1.35 0.42 -
27 QOL in general 4.00 0.88 3.97 0.65 3.75 0.84 0.29 -
It is possib le to conclude that the results o f  the analysis in this section  show ed  
that the children’s perception towards their QOL corresponded with that o f  the carers, 
but that the children’s scores appeared to be less extrem e than the carers’ scores. The 
C-Q O L is not sensitive to sex  or age differences and has prom ising discrim inant 
validity am ong the groups o f  construction workers’ children, healthy urban children  
and sick  children.
4.4.3 The results of the analysis of the Importance Questions
A s m entioned in the previous chapter, the Importance Q uestions were derived  
from the questions used in focus group interviews. They were included in the 
questionnaires to gain information and to confirm  whether the children and their 
carers perceived the importance o f  these aspects to the children’s QOL. M oreover the 
results from an analysis o f  the Importance Q uestions w ould reflect the awareness and 
expectation o f  the children and their carers towards each aspect o f  the children’s QOL, 
w hich, in turn, w ould provide a better understanding when w as compared to the QOL  
score gained from the QOL measure. So another objective for including the 
Importance questions as part o f  the questionnaire, in this pilot study, was to exam ine  
their psychom etric properties. Then the appropriate questions w ould then be selected  
by item  analysis, to form the Importance Q uestions to be used in the next step o f  this 
research. The answer from 34 valid cases o f  children and 29 cases o f  carers were 
analysed for the distribution o f  answers across the response scales, mean, standard 
deviation and rank o f  each item  score, and the results are show n in Table 4 .4  (for 
children) and 4.5 (for carers). In the fo llow ing sub-section, the Importance questions 
w ill be investigated for their psychom etric properties and internal consistency to select 
acceptable questions that could be included in the scale.
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Table 4.4 Distribution o f answers in percentage, mean, standard deviation and rank of item scores
























1. How important is 
it to you to be free 
o f any pain?
0 11.8 20.6 29.4 38.2 3.94 1.04 13
2. How important is 
it to you to be 
strong?
2.9 5.9 14.7 41.2 35.5 4.00 1.02 10
3. How important is 
it to you to sleep or 
rest?
5.9 11.8 20.6 17.6 44.1 3.82 1.29 20
4. How important is 
it to you to be 
cheerful or joyful?
5.9 8.8 20.6 35.3 29.4 3.74 1.16 23
5. How important is 
it to you to be happy 
with what you have?
8.8 11.8 20.6 29.4 29.4 3.59 1.28 30
6. How important is 
it to you to have a 
good future?
0 14.7 8.8 32.4 44.1 4.06 1.07 8
7. How important to 
you are being able 
to learn and 
remember important 
information?
2.9 8.8 17.6 32.4 38.2 3.94 1.10 12
8 . How important is 
it to you to be able 
to concentrate?
2.9 8.8 14.7 20.6 52.9 4.12 1.15 7
9. How important is 
it to you to be proud 
o f yourself?
2.9 11.8 20.6 35.3 29.4 3.76 1.10 22
10. How important 
to you are your 
body image and 
appearance?
2.9 8.8 35.3 29.4 23.5 3.62 1.04 29
11. How important 
is it to you to be free 




5.9 14.7 35.3 20.6 23.5 3.41 1.18 31
12. How important 
is it to you to be 
able to move 
around?
2.9 14.7 14.7 26.5 41.2 3.88 1.20 16
13. How important 
is it to you to be 
able to take care of 
yourself?

























14. How important 
is it to you to be free 
from reliance on 
medicines or 
treatments?
2.9 20.6 20.6 17.6 38.2 3.68 1.27 26
15. How important 




8.8 2.9 8.8 23.5 55.9 4.15 1.26 5
16. How important 
is it to you to be 
able to help your 
parents do some 
housework?
0 14.7 29.4 26.5 29.4 3.71 1.06 24
17. How important 
is it to you to have 
loving relationships 
within your family?
2.9 11.8 20.6 14.7 50.0 3.97 1.22 11
18. How important 
is it to you to have 
good relationships 
with your friends?
5.9 8.8 20.6 26.5 38.2 3.82 1.22 19
19. How important 
is it to you to be 
safe?
0 14.7 2.9 32.4 50.0 4.18 1.06 3
20. How important 
to you is your house 
or the place where 
you live?
5.9 8.8 8.8 17.6 58.8 4.15 1.26 4
21. How important 
is it to you to be 
able to buy the 
things that you 
need?
5.9 11.8 11.8 35.3 35.3 3.82 1.22 18
22. How important 
is it to you to be 
able to go to see a 
doctor or nurses 
when you are sick?
2.9 5.9 23.5 23.5 44.1 4.00 1.10 9
23. How important 
is it to you to know 
about the news and 
to learn about new 
things?
5.9 8.8 23.5 35.5 26.5 3.68 1.15 27
24. How important 
is it to you to have 
recreations and to 
participate in leisure 
activities?



























25. How important 
is it to you if there is 
a polluted river or a 
pile o f rubbish near 
your house?
5.9 20.6 11.8 23.5 38.2 3.68 1.34 25
26. How important 
is it to you to travel 
conveniently?
5.9 8.8 20.6 29.4 35.3 3.79 1.20 21
27. How important 
is it to you to 
practice your 
religion like 
praying, giving food 
to a monk, going to 
a temple, church or 
mosque?
5.9 11.8 11.8 26.5 44.1 3.91 1.26 15
28. How important 
is it to you to 
express your 
feelings or ideas to 
other people?
8.8 8.8 17.6 38.2 26.5 3.65 1.23 28
29. How important 
is it to you to have a 
name, surname and 
to be a Thai citizen?
2.9 2.9 11.8 17.6 64.7 4.38 1.02 1
30. How important 
to you is your 
general quality of 
life?
5.9 5.9 11.8 23.5 52.9 4.12 1.20 6
31. How important 
to you is your 
health?
0 8.8 11.8 20.6 58.8 4.29 1.00 2
Table 4.4 show s the results when respondents were asked h ow  important these  
aspects o f  QOL were to them. The data show  that only a few  item s, i.e. item no. 11, 14 
and 25, had a summation o f  frequencies under “N ot important at all” and “A  little 
important” greater than 20%. In addition, the means o f  all item scores were greater 
than 3 .40 , indicating that the children perceived these aspects o f  life as important for 
them. This confirm ed the results from focus group interview s and also confirm ed that 
the 2 added facets on ch ild ’s political rights were important to their QOL.
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Table 4. 5 Distribution of answers in percentage, mean, standard deviation and rank o f item scores
for the Importance questions according to carers’ perception
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1. How important is it 
to your child to be free 
o f any pain?
3.4 6.9 13.8 17.2 58.6 4.21 1.15 15
2. How important is it 
to your child to be 
strong?
0 0 6.9 37.9 55.2 4.48 0.63 7
3. How important is it 
to your child to sleep 
or rest?
0 3.4 10.3 41.4 44.8 4.28 0.80 14
4. How important is it 
to your child to be 
cheerful or joyful?
0 0 6.9 58.6 34.5 4.28 0.59 13
5. How important is it 
to your child to be 
happy with what 
he/she has?
0 0 13.8 44.8 41.4 4.28 0.70 12
6. How important is it 
to your child to have a 
good future?
0 3.4 6.9 17.2 72.4 4.59 0.78 4
7. How important is it 
to your child to be able 
to learn and to 
remember important 
information?
3.4 0 10.3 51.7 34.5 4.14 0.88 18
8. How important is it 
to your child to be able 
to concentrate?
3.4 0 10.3 51.7 34.5 4.14 0.88 17
9. How important is it 
to your child to be 
proud o f him/herself?
0 6.9 13.8 44.8 34.5 4.07 0.88 20
10. How important to 
your child is his/her 
body image and 
appearance?
0 3.4 41.4 41.4 13.8 3.66 0.77 29
11. How important is it 
to your child to be free 
o f negative feelings 
like anger, moodiness, 
sadness ?
6.9 6.9 27.6 44.8 13.8 3.52 1.06 31
12. How important is it 
to your child to be able 
to move around?
0 3.4 13.8 55.2 27.6 4.07 0.75 19
13. How important is it 
to your child to be able 
to take care of 
him/herself?
0 3.4 10.3 55.2 31.0 4.14 0.74 16
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14. How important is it 
to your child to be 
free from reliance on 
medicines or 
treatments?
3.4 6.9 20.7 37.9 31.0 3.86 1.06 24
15. How important is it 
to your child to avoid 
addictive substances 
like cigarettes, alcohol, 
glue....?
0 3.4 6.9 10.3 79.3 4.66 0.77 2
16. How important is it 
to your child to be able 
to help you do some 
housework?
0 3.6 39.3 39.3 17.9 3.71 0.81 27
17. How important is it 
to your child to have 
loving relationships 
within your family?
0 0 0 17.9 82.1 4.82 0.39 1
18. How important is it 
to your child to have 
good relationships 
with his/her friends?
0 7.1 14.3 57.1 21.4 3.93 0.81 23
19. How important is it 
to your child to be 
safe?
0 7.1 0 17.9 75.0 4.61 0.83 3
20. How important to 
your child is the house 
or the place where 
he/she lives?
0 0 7.1 42.9 50.0 4.43 0.63 9
21. How important is it 
to your child to be 
provided with the 
things that he/she 
needs?
0 3.6 25.0 46.4 25.0 3.93 0.81 22
22. How important is it 
to your child to be able 
to go to see a doctor or 
nurses when he/she is 
sick?
0 0 10.7 39.3 50.0 4.39 0.69 10
23. How important is it 
to your child to know 
about the news and 
learn about new 
things?
3.6 0 21.4 60.7 14.3 3.82 0.82 26
24. How important is it 
to your child to have 
recreations and to 
participate in leisure 
activities?
0 3.6 42.9 35.7 17.9 3.68 0.82 28
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25. How important is it 
to your child if there is 
a polluted river or a 
pile o f rubbish near 
your house?
0 0 7.1 53.6 39.3 4.32 0.61 11
26. How important is it 
to your child to be able 
to get access to 
convenient transport?
0 0 35.7 42.9 21.4 3.86 0.76 25
27. How important is it 
to your child to 
practice his/her 
religion, like praying, 
giving food to a monk, 
going to a temple, 
church or mosque?
0 3.6 32.1 25.0 39.3 4.00 0.94 21
28. How important is it 
to your child to 
express his/her 
feelings or ideas to 
other people?
0 3.6 39.3 50.0 7.1 3.61 0.69 30
29. How important is it 
to your child to have a 
name, surname and to 
be a Thai citizen?
0 3.6 3.6 28.6 64.3 4.54 0.74 6
30. How important to 
your child is his/her 
general quality o f life?
0 0 7.1 39.3 53.6 4.46 0.64 8
31. How important to 0 3.6 7.1 17.9 71.4 4.57 0.79 5
your child is his/her 
health?
Table 4.5 show s a similar result as Table 4.4: that in respect o f  all item s, less  
than 20 % o f  the answers were distributed under the “N ot important at all” and “A  
little important” response scales. This corresponds w ith the children’s perception  
indicating that both groups considered these aspects important to the children’s QOL, 
and it also confirm ed the results o f  the focus group interview s in Chapter Three. In the 
fo llow ing section w e w ill investigate for the validity, reliability and the internal 
consistency o f  the C-QOL and the Importance questions, in order to select suitable 
item s for inclusion in the scale.
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4.4.4 The preliminary psychometric properties of the questionnaires
This sub-section reports the investigation of the validity and reliability of the 
C-QOL and the Importance Questions in both the child’s and the carer’s form.
4.4.4.1 Validity
In this pilot study, two types of scale validity were investigated i.e. face 
validity and content validity. In addition, the discriminant validity was also 
investigated but the sub-samples were small as shown in Table 4.3. Since a standard 
measure of the QOL for children aged 5-8 years was not available at the time that this 
pilot study was taken (see Chapter Two, sub-section 2.4.3), it was not possible to 
assess the concurrent validity. However, it was found later that the Generic Child 
Quality of Life Measure (GCQ) developed by Collier and MacKinlay was published in 
1997, and could be used for the investigation of concurrent validity (see details in 
Chapter Two, sub-section 2.4.3). Hence, this procedure was performed during the 
field trial and is reported in Chapter Five, sub-section 5.3.1.
Face validity was assessed at a pre-pilot stage, as described in the 
introduction. As the pilot study was being conducted, the content validity was 
assessed by 7 experts. They were:
1. Dr. Bengt Lindstrom
The Nordic School of Public Health, Goteborg, Sweden
2. Prof. Dr. Helen Haste
Head of Department of Psychology, Faculty of Humanities and Social 
 Sciences, University of Bath, UK. ' _
3T Dr. Jacqueline Collier
Lecturer in Behavioural Sciences, Department of Psychiatry
Queen’s Medical Centre, Nottingham, UK.
4. Mr. Kitikom Meesapya
Director of the Bureau of Mental Health Technical Development
Department of Mental Health, Ministry of Public Health, Thailand
5. Prof. Dr. Monika Bullinger
Department of Medical Psychology, University of Hamburg, Germany
6. Dr. Rex Billington, WHO, Geneva
7. Dr. Suzanne Skevington
Reader in Psychology, Department of Psychology, University of B ath, UK.
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Comments from all these experts were gathered and subsequently used, 
combined with comments from the sample and the results of item analysis, for 
improving the questionnaires. The details of this procedure will be seen in the 
following sub-section.
Apart from the comments of these experts, the content validity of the scale was 
also investigated by examining the correlation coefficients among facets, domains and 
total QOL score, which was the construct of the scale. The C-QOL had been 
developed and was based on the conceptual framework that QOL comprised of 26 
facets, subsumed in 7 domains. There was an expectation that, if the scale had content 
validity, each facet and domain should consist of items that tap each aspect of QOL 
and therefore should have moderate correlations between the facet scores, domain 
scores and the overall QOL score. To accomplish this task, the corrected correlation of 
the individual facet and domain with the total QOL score, substracting its score, was 
examined. The facet score or domain score is removed from the total score to avoid an 
artificially inflated correlation based in part on that facet or domain correlated with 
itself (Streiner and Norman, 1995). Therefore, for this 26 facets scale, facet 1 would 
be investigated its correlation with the sum of facet 2-26; and so on. The results of the 
corrected correlation coefficients are reported in Table 4.6 on both the child’s form 
and the carer’s form.
There is no recommended standard on how much the facet- total correlation 
and domain-total correlation should be, but there is a suggestion by Nunnally and 
Bernstein (1994) that the item-totaLcorrelation coefficients should be greater than .30,
while Streiner and Norman (1995} proposed that .20 is the usual rule of thumb: In a -----
multi-dimensional measure, we believe that all items should be tapping different 
aspects of the same attribute (which is the QOL in this case), so we do not expect that 
the item-total correlations should be uniformly high. Current thinking in test 
development holds that there should be a moderate correlation among the items to 
demonstrate the homogeneity of the scale. If the correlations were too high, there 
would be much redundancy and a possible loss of content validity (Streiner and 
Norman, 1995). In addition, the results reported here are the corrected correlations, so 
they are normally lower than those generally reported. In this study, therefore, I have 
adopted Streiner and Norman’s criterion (r > .20) for the item-total correlations (as
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described in the fo llow in g  sub-section), and applied N unnally and B ernstein’s 
criterion (r > .30) for the facet-total and domain-total correlations.
Table 4 .6  Corrected facet-total and domain-total correlation coefficien ts o f  the 
C-QOL (the ch ild ’s form and the carer’s form)
Facet-total correlation Domain-total correlation
Facet Child’s form Carer’s form Domain Child’s form Carer’s form
1. pain and 
discomfort
-.00 -.14 1. Physical .18 .08
2. energy and 
fatigue
.24 .26






5. learning .30 .15
6. self-esteem .60 .23




9. mobility .47 .32 3. Level of .25 -.03
- —----- —;---------------- ■ independence
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23. transport .24 .46






25. the right to 
speak out




26. the right to 
have an identity
.42 .23
Table 4.6 show s conspicuously lo w  correlation coefficien ts betw een som e  
facets and the total QOL score, according to the criterion (r > .30) recom m ended by 
N unnally and Bernstein (1994). They were facets:- 1 pain and discom fort, 2 energy  
and fatigue, 3 sleep and rest, 5 learning, m em ory and concentration, 8 negative  
feeling, 11 dependence on m edicine or treatment, 12 dependence on drugs , 13
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working capacity and 23 transport. The results from the child’s form corresponded 
with the carer’s form. These results indicate that those low correlation coefficient 
facets did not make a good contribution to the internal consistency of the scale. This 
was confirmed by the low domain-total correlations in the Physical domain and the 
Level of Independence domain. This might be because those facets and domains were 
poorly defined or because they contained the poor items. In my opinion, the cause is 
more likely to be poor items because their negative values suggested bad wording 
(Nunnally and Bernstein, 1994), which needs to be further investigated by the item 
analysis.
4.4.4.2 Reliability
Two types of reliability were assessed in this pilot study i.e. the internal 
consistency of the scale and the test-retest reliability. The internal consistency 
of the C-QOL was examined by using Cronbach’s alpha coefficient. The Alpha 
coefficient of the child’s form was .86 and of the carer’s form .84. The Test-retest 
reliability was calculated from 10 sets of Time 1 and Time 2 questionnaires which 
were administered with a two- week interval. The estimated reliability of the child’s 
form was .91 and the carer’s form was .90.
The magnitude of the reliability coefficients obtained from both forms was 
considerably acceptable according to the recommendation of Streiner and Norman 
(1995) on the standard of acceptable reliability. They suggest that internal consistency 
should exceed 0.8 and stability (test-Tetes^ reliability) should be greater than 0.5t T he_  — 
revised questionnaires will be investigated for their reliability again with a larger 
sample in a forthcoming stage of the study.
The reliability of the Importance questions was also calculated. The Alpha 
coefficient of the child’s form was .93 and of the carer’s form .89.
4.4.5 Item analysis
4.4.5.1 The Quality of life measure for children (C-QOL)
Chase (1978) mentioned that every item in a test should contribute something 
to the assessment we are trying to make. In order to see if every item does indeed 
cany part of the load, some statistical analysis is necessary. The application of these 
procedures is called Item Analysis. The analysis of test items helps us not only to
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identify the poor items, but also to decide why an item is not functioning as planned. 
In order to achieve this, the following characteristics of each item were considered:- 
distribution of answers, homogeneity of scales, and discrimination index.
The first criterion, distribution of answers, was taken into consideration in 
order to avoid the ‘floor and ceiling’ effects of each item. There is a floor effect if 
many respondents select the lowest response scale and, in a ceiling effect, most 
responses are located at the top end of the response scale (Ware & Keller, 1996). As 
already discussed in sub-section 4.4.2, no item showed these effects, although the 
distribution of answers on some items was mildly skewed toward the upper end of the 
scales, suggesting that respondents generally perceived that their QOL was really good 
in those aspects. This assumption was confirmed by a similar pattern of answers 
between children and carers (see Table 4a and 4b in Appendix 4a).
The second criterion, homogeneity of the scale, was assessed by correlating 
each item with the overall QOL score or total score. As Streiner and Norman (1995) 
mentioned, whenever we are measuring a trait, behaviour, or symptom, we want the 
scale to be homogeneous. That is, all the items should be tapping different aspects of 
the same attribute, and not different parts of different traits. This has two 
implications: the items should be moderately correlated with each other, and each 
should correlate with the total scale score. Indeed, these two factors form the basis of 
the various tests of the homogeneity or “ internal consistency” of the scale. Since the 
correlations between each facet, domain and total score had already been investigated 
in a previous section, in  this, part the items would be analysed for their correlations 
with the overall QOL score or total score. The homogeneity of the scale was examined 
by the corrected item- total correlations, in which the individual item score will be 
deducted from the total score to avoid confounding its own effect. The results are 
shown in Table 4.7 for both the child’s form and the carer’s form. As discussed 
earlier, the item which had an item-total correlation > .20 would be considered a good 
item (Streiner and Norman, 1995), as this indicates that the item has contributed 
reliability (internal consistency) to the scale.
The last criterion that was taken into consideration was the discrimination 
index which was calculated based on the assumption that, in the case of a good item, 
most of the people who achieve the highest score (level 5) on that item, should be 
among the high total QOL scorers on the test. Conversely, most of those who pick
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lower scores (level 1-4) should be among the low total scorers (Chase, 1978; Ebel, 
1972). The discrimination index shows whether an item is really discriminating 
between those people with the best QOL (as shown by total QOL score) and those 
with poorer QOL, and this is a desirable property for a scale. The larger the 
discrimination index, the better an item performs this task. Items with a discrimination 
index > .40 are acceptable, .20 - .39 can be accepted after improvement and < .20 
should be discarded according to Ebel’s criteria (Chase, 1978).
The aim of this process was to select the two ‘best’ items for each facet which 
would be included in a revised version of the scale. If there were more than two good 
items in a facet, the two best ones would be selected and the rest omitted. For items 
which needed improvement, some words in English and Thai, or Thai only, were 
changed or added to make the item more comprehensible. In cases where one or all 
items were poor and required discarding, they were rewritten by considering the facet 
definitions and the results of focus group interviews, as well as using the comments 
from the sample and from the experts. Where there was a discrepancy between the 
results from both forms, the properties of the items in the child’s form were 
considered to be of prior importance because the perceptions of the children are the 
main focus of this study, and because the questions in the carer’s form were generated 
from the child’s form.
Table 4.7 shows the wording of each item, the corrected item-total correlation 
coefficients and the discrimination index from both the child’s form and the carer’s 
form, as well as the final decision_taken from these results. The details of how-the 
final decision was taken and changes made in the revised version scales wercprovided 
in Table 4c (see Appendix 4b). For example, item 1 “How much are you in pain or 
uncomfortable?” and item 2 “How often do you cry from pain?” show poor item-total 
correlations and the discrimination index is unacceptable, so they must both be 
discarded. Furthermore, item 1 was a double-barrelled question and so needs to be 
rewritten to address only one aspect. However, the aspects of pain and discomfort, 
which belonged to this facet, need to be maintained for conceptual reasons, so they 
have been rewritten as follows: item 1: “ How much are you in pain from wounds or 
sickness?” and item 2: “ How uncomfortable do you feel?”.
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Table 4 .7  Items, facets, results o f  the item analyses and the final decisions taken on  
The first version o f  the C-QOL
Child’s form Carer’s form













1. How much are you in 
pain or uncomfortable?
1. pain and 
discomfort
.0341 0.22 .2173 0 rewrite
2. How often do you cry 
from pain?
-.0261 0 .2510 0 rewrite
3. How strong do you 
think you are?
2. energy and 
fatigue
.2326 0.22 -.0386 0 omit
4. How happy are you 
with your strength?
.1503 0.67 .4253 0.63 improve
5. How easily do you 
get tired from playing?
-.0668 0 -.1461 -0.25 discard
6. To what extent does 
your energy allow you 
to be able to play as you 
want?
.2931 0.56 -.1257 -0.13 improve
7. How fresh do you 
feel after you wake up 
in the morning?
3. sleep and 
rest
.4733 0.22 -.1234 0 improve
8. Can you get enough 
rest?
.3714 0.44 .4838 0.13 accept
9. How often do you 
have enough rest?
.0390 0 .2338 -0.25 discard




.4458 0.33 .5753 0.13 accept
11. How often are you 
good-tempered?
.5333 0.44 .5453 0.13 accept
12. How often are you 
joyful or cheerful?
.2497 0.44 .1743 0.25 omit
13. How easy is ft for 
you to remember the 
things you learn?
5. Learning .1098 0 .0773 0 rewrite
14. How tired or 
stressed are you from 
learning?
.2848 0.22 .1634 -0.25 improve
15. How proud of 
yourself are you?
6. self-esteem .3618 0.22 .3524 0.25 accept
16. How much are you 
valued by your parents?
.6250 0.67 -.1047 0 accept
17. How much do you 
like the way you look?
7. body image .4129 0.33 .3113 0 accept
18. How much do you 
want to change your 
looks?
.0492 -0.22 -.2982 -0.50 rewrite




-.1689 -0.22 .0486 0 rewrite
(T)
20. How often are you 
sad?

















21. How happy are you 
about your ability to 
move?
9. mobility .5746 0.56 .3717 0.50 accept
22. How well are you 
able to move around?
.2311 0.22 .1484 0.63 accept
23. To what extent are 




.5407 0.33 .2034 0.13 accept
24. How satisfied are 
you to be able to take 
care o f yourself?
.3646 0.44 .2106 0.25 accept
25. How much do you 
need to take medicine 




-.3573 -0.33 -.2905 0 rewrite
26. How often do you 
need to take medicine?
-.1806 -0.22 .3353 0 rewrite
27. To what extent is 
your life affected by 
cigarettes or other kinds 
o f addictive substances? 




.2416 0.44 -.0107 -0.13 improve
28. How much does 
contact with cigarettes 
or other kinds of 
addictive substances 
affect your happiness?
-.0763 0.22 .4122 -0.13 rewrite
29. How much do you 




-.1096 -0.11 -.2889 -0.13 rewrite
30. How happy are you 
with your ability to 
help?
.3888 0.44 .2211 0.13 accept
31. How happy are you 




.7265 0.89 .3191 0.50 accept
32. How close together 
do you feel your family 
is?
.5156 0.67 .6233 0.75 accept
33. How happy are you 
to be with your friends?
15. social 
support
.5895 0.56 .3901 0.50 accept
34. How sure are you 
that you can get help 
from your friends when 
you need it?
.1077 0.44 .5079 0 omit
35. Do you always have 
a friend to play with 
when you need one?
.3274 0.33 .2213 0.25 accept
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Child’s form Carer’s form
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36. How safe do you 




.7030 0.56 .6171 0.36 accept
37. How regular are you 
in being careful about 
your safety (e.g. 
fastening seat-belt, 
crossing the road at a 
Zebra crossing or a 
cross-over bridge)?
.4637 0.44 -.1760 0.13 improve
38. How happy are you 




.4489 0.44 .7181 0 accept
39. How much comfort 
does your home provide 
for you?
.4088 0.67 .2669 0.50 accept
40. Can your parents 
buy for you all the 
things that you need?
18. financial 
resources
.3735 0.22 .5174 -0.13 accept
41. How satisfied are 
you with the things that 
are provided by your 
parents?
.5265 0.33 .2006 0 accept
42. How easily are you 
able to see a doctor 




.3456 0.33 .5367 0.13 accept
43. How much do you 
like the way they treat 
you at the health care 
centre or hospital to 
which your parents 
usually take you?
.1608 0.11 .4656 0 rewrite
(T)
44. How often do you 
have a chance to watch
20.
Opportunities
.3539 0.44 .3984 0.13 accept





—  ---- 4
45. To what extent do 
you think you can get 
new information each 
day?
.0975 0.11 .3395 0 discard
46. How satisfied are 
you with the 
information you get 
from watching news or 
educational 
programmes?
.2138 0.11 .3376 0.25 improve
47. How much do you 





.6119 0.56 .4131 0.88 rewrite
48. How often do you 
have a chance to visit 
some places?
.3243 0.22 .4621 0.13 improve
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49. To what extent does 
the environment (e.g. 
rubbish pile, polluted 




.0826 0.22 .0496 -0.13 rewrite
50. How happy are you 
with the environment 
around you?
.4363 0.22 .5246 0.25 accept
51. How convenient is 
it for you to travel?
23. transport .1319 0.22 .7107 0.36 improve
52. How satisfied are 
you with the mode of 
transport which your 
family normally uses?
.2602 0.22 .2620 0.25 improve
53. To what extent does 
your religion make you 
happy?
24. religion .4998 0.33 .4820 0.50 accept
54. How satisfied are 
you with your religious 
practice e.g. praying, 
giving food to a monk, 
going to a temple or 
church or mosque?
.3194 0.33 .1481 -0.13 accept
55. To what extent does 
your religion make your 
life meaningful?
.2700 0.22 .3449 0.36 omit
56. If  someone does 
something that you do 
not like (such as 
smoking near you or 
bullying you), how able 
are you to tell them that 
you do not like it?
25. the right 
to speak out
.1264 0 .5512 0.36 discard
57. To what extent are 
you allowed to express 
your ideas when you 
want to?
.4979 0.33 .2516 0.13 accept
58. How satisfied are 
you to be able to speak 
out when you want to?
.4660 0.44 .4869 0.25 accept
59. How much do you 
appreciate being a Thai 
citizen?
26. the right 
to have an 
identity
.3755 0.22 .2058 0.50 accept
60. How important is it 
to have a family 
identity? (i.e. have a 
name, family name, 
birth certificate and be 
registered into a family 
legally)
.3775 0.44 .0021 0 rewrite
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61. How is your general 
quality o f life?
general 
quality o f life
.3596 0.33 .6399 0.13 accept
62. How satisfied are 
you with your health?
.5967 0.67 .6087 0.36 accept
Note :
Number of valid observations on the child’s form = 29, the carer’s form = 29
Corrected Item-Total Correlation = correlation o f individual item with the scale total
omitting that item
Rewrite (T) = Rewriting the item in Thai only
To summarise, from 62 item s o f  the first version o f  the C-QOL, 30 item s were  
accepted, 10 item s were accepted after im provem ent, 4  were om itted, 4  were  
discarded and another 14 were rewritten. There w ill be 54 item s in the revised  
version, containing tw o item s for each o f  26 facets, plus another tw o general QOL  
questions.
4.4.5.2 The Importance Questions
In this part, the Importance Q uestions were exam ined in order to ch oose the 
good item s for inclusion in the new  version o f  the Importance Q uestions scale. The 
only criterion that w as considered in the item analysis w as the internal consistency or 
the hom ogeneity o f  scale. The distribution o f  answers and the discrim ination index  
were not taken into account because these properties were not relevant to the purpose 
o f  the scale. A s m entioned in the previous chapter, the Importance Q uestions reflect 
the awareness and expectation o f  children and their carers towards each aspect o f  the 
children’s QOL, which provides a better understanding w hen it is com pared with the 
QOL score gained from the QOL measure. Furthermore, w e have already anticipated  
that the answers w ould be skew ed towards the upper end o f  the scale, due to the 
perceived importance o f  these aspects o f  life as w e found in the focus group 
interview s. Therefore, the item -total correlations o f  31 item s in the ch ild ’s form were 
calculated and the result is show n in Table 4.8. The Importance Q uestions in the 
carer’s form were not exam ined because they were generated from the ch ild ’s form by 
asking the sam e questions but from the perspective o f  carers.
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Table 4 .8  The item-total correlations and the Alpha coefficient o f  the scale i f







if  Item 
Deleted
1. 3.94 1.04 .5026 .9302
2. 4.00 1.02 .3365 .9319
3. 3.82 1.29 .5824 .9292
4. 3.74 1.16 .4833 .9304
5. 3.59 1.28 .4680 .9307
6. 4.06 1.07 .5175 .9300
7. 3.94 1.10 .2506 .9330
8. 4.12 1.15 .4562 .9307
9. 3.76 1.10 .6440 .9286
10. 3.62 1.04 .3948 .9313
11. 3.41 1.18 .4120 .9313
12. 3.88 1.20 .7016 .9278
13. 3.91 1.11 .3747 .9316
14. 3.68 1.27 .5898 .9291
15. 4.15 1.26 .3051 .9327
16. 3.71 1.06 .3407 .9319
17. 3.97 1.22 .7791 .9268
18. 3.82 1.22 .6416 .9285
19. 4.18 1.06 .5396 .9298
20. 4.15 1.26 .6502 .9284
21. 3.82 1.22 .7148 .9276
22. 4.00 1.10 .6270 .9288
23. 3.68 1.15 .6278 .9287
24. 3.82 1.14 .4884 .9304
25. 3.68 1.34 .5417 .9298
26. 3.79 1.20 .6297 .9287
27. 3.91 1.26 .6867 .9279
28. 3.65 1.23 .6372 .9286
29. 4.38 1.02 .3308 .9320
30. 4.18 1.20 .7406 .9273
31. 4.29 1.00 .4939 .9303
Note : Alpha coefficient o f the scale = .9320
Number o f cases = 34
A ccording to the recom m endation o f  Streiner and Norman (1995), an item  
w hich  had item-total correlation > 0.2 w ould be considered a good item and its ‘Alpha  
coefficien t i f  item deleted’, should be lower than the A lpha coefficient o f  the scale. 
From Table 4.8 , all item s were considered as good, but item s no. 7 ,15 and 29 did not 
make a good contribution, in term o f  a higher alpha coefficient for the scale.
W hen the results from Table 4.8 and the purpose o f  designing the Importance 
Q uestions, w hich is to compare the QOL score and the importance score, were taken 
into consideration, 3 item s, w hich did not have parallel m eaning with the QOL 
m easure were finally excluded. They were item no. 5 (H ow  important is it to you to be 
happy w ith what you have?), no. 6 (H ow  important is it to you to have a good
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future?), and no. 8 (How important to you is being able to concentrate?). Then some 
words in English and Thai were simplified following the comments of respondents. 
Finally, the new version of the Importance Questions scale was developed, comprising 
28 questions which were comparable to the QOL measure.
4.5 Summary and Discussion
Chapters Three and Four show that the WHOQOL conceptual framework and 
procedure for assessing QOL is applicable to children. The WHOQOL domains and 
an additional domain on the political rights of children were examined and affirmed as 
relevant to the conceptualisation of QOL among Thai children. The analysis of the 
quantitative data gained from focus group interviews showed that the children and 
mothers considered the WHOQOL conceptual framework important to the children’s 
QOL, hence it was adopted as a QOL construct of this study. The questionnaires were 
then developed from the qualitative data gained from the focus group interviews. The 
development process of the quality of life measure was based on the perception and 
experience of the children themselves and confirmed by their mothers. It is a multi­
dimensional and child-centred measure because children were used as key informants 
during the development and it has been designed specifically for children.
The questionnaires were piloted on a small sample of 35 children and 30 
carers. In general, the children’s perception towards their QOL corresponed with that 
of the carers, but the children’s scores appeared to be less extreme than the carers’ 
scores. A comparison of mean facet scores jbetween the^ children and “their carers 
showed significant differences in only 7 out of 26 facets;- the majority of these 
differences (four) being in the psychological domain. These differences may have 
been owing to internalisation, which has been reported in previous research (Eiser, 
1998), in that parents are relatively accurate in their reports about manifest aspects of 
a child’s behaviour but are less able to report the internal feelings and thoughts of 
their children. Because of this limited ability of carers to assess the QOL of their 
children, this underscores the need for children to be assessed in their own right, 
rather than by proxy.
The reliability of these measures was found to be good with respect to internal 
consistency and test-retest reliability. Face validity and content validity for children 
has also been confirmed. Because of the small sample size, a preliminary
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investigation of the discriminant validity of the measure among three groups of 
children has been carried out but the reliability of this promising result will need to be 
confirmed in larger samples. Concurrent validity will also need to be investigated with 
an appropriate measure.
During the time that this study was being conducted, other work on self- 
reported health-related QOL measures for children has been published. The Generic 
Child Quality of Life Measure (GCQ) developed by Collier and MacKinlay (1997), 
the CHQ-CF87 (Landgraf & Abetz, 1997), the TACQOL (Theunissen et al., 1998), 
and the KINDL (Ravens-Sieberer & Bullinger, 1998) indicate that there is a clear need 
for a range of accessible, self-report QOL measures for children. The GCQ, which 
covers the age group of our target population, would be a good measure for the 
investigation of concurrent validity in the C-QOL and this will be an objective of a 
subsequent study.
Referring back to the results from Table 4.6, we found that there were 9 facets 
i.e. facets no. 1, 2, 3, 5, 8, 11, 12, 13 and 23 which had low correlation coefficients 
with the total QOL score. When we combined that result with the item analysis, we 
found that those facets consisted of poor items in terms of item-total correlation 
coefficient and discrimination index as well as wording (see Table 4c in Appendix 
4b). This indicates that the fault lies in the poor items so that we should not jump to 
the conclusion that these facets were poorly defined or that they did not belong in their 
domains. Therefore, it would be reasonable to retain the original construct of the 
measure and reinvestigate for more incidences with adarger sample.
Until this stage, two sets of questionnaires has been developed, the child’s 
form and the carer’s form. The child’s form had two parts :-
part 1 - The Quality of Life measure for children (C-QOL) (54 items) 
part 2 - The Importance Questions (28 items)
The carer’s form consists of three parts : - 
part 1 - Personal information (25 questions) 
part 2 - The C-QOL, the carer’s form (54 items) 
part 3 - The Importance Questions (28 items)
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These two sets of questionnaires were to be used to gather data from urban 
children and construction workers’ children and their parents in Bangkok. The detail 
of this survey is reported in the following chapter.
Chapter Five
The Quality of Life of Construction Workers’ Children 
and Urban Children
The revised versions of the questionnaires, obtained from the previous stage of the 
study, were used to gather data from 220 urban children, 278 construction worker’s 
children and their carers. This field trial was carried out in Bangkok during the period 
of 4th July - 19th September 1997. The psychometric properties of the measures were 
investigated and the results demonstrate their concurrent validity and also confirm the 
good reliability of both the child’s form and the carer’s form.
This chapter focuses on the results of the survey, which aimed to study the 
QOL of construction workers’ children, compared to that of urban children. It consists 
of five consecutive sections: Section 1 describes the sampling procedure and the 
method of collecting data. Section 2 is a summary of information from respondents, 
which gives an overview of the family backgrounds and the lives of the children. 
Section 3 reports the investigation of the psychometric properties of the Quality of 
Life Measures (the child's form and the carer's form), to ensure that the data gained 
from these measures is valid and reliable. Section 4 then describes the children's QOL, 
obtained from this survey by comparing the results from the children’s and the carer’s 
perspectives. This is followed by a comparison of the QOL of construction workers’ 
children and that of urban children. This section demonstrates that the children's 
perspective corresponded witff tKat of their carersT and that in which aspects of their 
QOL were problematic. Section 5 reports the results of the analysis of the Importance 
Questions which reflect the awareness, demands and ambitions of the children 
towards each aspect of their lives. By comparing the QOL score with the Importance 
Questions score, we can understand the discrepancy between what they really have 
and what they expect. Thus, the latter part of this section shows the comparison 
between the QOL score and the Importance Questions score, and the implications.
5.1 Sampling procedure and method of collecting data
5.1.1 Sample size
Table 5.1 The number o f  construction com panies and workers in Bangkok M etropolis 
in 1995 categorised by the number o f  workers in the com panies
No. of 





1-49 4 ,930 241,331 88,275 774
50-99 652 30,838 13,024 94
100-299 549 63,883 24 ,318 128
3 0 0 -4 9 9 123 32,875 11,967 26
5 00-9 9 9 71 37 ,534 12,113 0
>  1,000 25 38,301 10,277 377
Total 6,350 444,762 159,974 1,399
A ccording to the latest statistics available, in 1995 the total numbers o f  male, 
fem ale and children workers are show n in Table 5.1 (Department o f  W elfare and 
Labour Protection, 1995a). The exact number o f  construction w orkers’ children aged  
5-8 years w ho w ere living w ith their parents in the construction sites w as not 
available. In this case where the population is unknown but is  very large, w e can 
estim ate the sam ple size  from the estim ation o f  p (Becker and Harnett 1987: 310; 
Harnett and Murphy 1985: 409; M endenhall, Reinmuth and Beaver 1989: 351) in the 
fo llow in g  formula:-.
where n =  sam ple size , Z is the value o f  the standard normal random variable, 
corresponding to a confidence coefficien t o f  (1 -a ), cr2 is the population variance and
D is the m axim um  allow able sam pling error o f  I x - p | , specified  by the researcher.
In this case, i f  a  =  0.05 then the Z value, corresponding to an area o f  .025 in 
the upper tail o f  Z distribution, is Za/2 = 1.96. The population variance (cr2) can be 
estim ated by the standard deviation (s) obtained from a previous sam ple (M endenhall 
et al. 1989: 350) w hich, in this case, is the p ilot study. The standard deviation (s) o f  
the QOL reported in the pilot study (Chapter Four, sub-section  4 .4 .2 , Table 4 .2) is
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0.22, hence s  = 0.048. The largest sampling error (D) allowed for x -  p, was decided 
not to be greater than 0.03, which is the least allowable error within the cost that I 
could afford.
(1.96)2 *0.048then n -  ———— =-----
(0.03)
= 206.55 o r -207
Consequently, the sample size of urban children and their carers should be the 
same number as of construction workers’ children. Altogether, we would need 
samples of at least 207 pairs of construction workers’ children and their carers, and 
207 pairs of urban children and their carers. Normally, not all questionnaires 
distributed would be returned, so at least 250 sets had been distributed in each group. 
Two forms of questionnaires were used, Child’s form and Carer’s form. In addition, 
about 100 pairs of the sample were subsequently asked to answer the Time 2 
questionnaire and the Generic Children’s Quality of Life measure (Collier & 
MacKinlay, 1995, 1997), to investigate the test-retest reliability and concurrent 
validity of the C-QOL. The sampling procedure and the method of collecting data 
were as follows:-
5.1.2 Sampling procedure
Firstly, information on the number of construction projects in each area of Bangkok,
-— that received permissionduring 1st Januaryto 30th June 1997, was obtained from the :
Department of Public Work (Bangkok Metropolitan Administration, 1997). This was 
used as the source from which to select the area of study. The first ten constituencies 
which had the highest number of permitted construction projects, were selected from 
the 38 constituencies of Bangkok, as shown in Figure 5.1. The aim was to get a sub­
sample of 25-30 from each constituency in order to obtain the total sample size of 
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5. H u a y  K h w a n g
6 . B a n g  K a p i
7. B a n g  K h e n
8. M in Buri
9 . N o n g  C hok
10. C h a tu c h a k
11. Lat Phrao
12. D o n  M u a n g
13. R atchathew i
14. B ung Khum  27 .
15. B ang S u e  28 .
16. D in  D a e n g  29 .
17. Sam phan-thaw on g30.
18. Pathum wan 31.
19. B a n g R a k  32.
20 . Y a n  N a w a  33.
2 1 . P h ra  K h a n o n g  34.
22 . Lat Krabang 35.
2 3 . Sathon 36.
2 4 . Praw et 37 .
2 5 . K lo n g  T o e i 38.
26 . B ang K or Laem
Suan L uang  
B angkok N o i 
B angkok Yai 
Taling Chan  
Phasi C haroen  
N o n g  K haem  
T hon  Buri 
K long San  
B a n g  K h u n  T h ia n  
Rat Burana 
Bangplad  
C hom  T hong
Figure 5 .L T h e map o f  Bangkok constituencies and the study areas (in bold letters)
Secondly, various construction sites in each selected  constituency w ere 
surveyed and local people, as w ell as local authorities were asked for the inform ation  
about construction sites and schools in that area. The appropriate construction sites 
w ere then approached and asked to cooperate in this study. In order to get good  
representatives o f  the construction sites, the size o f  the construction site and the type 
o f  construction were taken into account. In each constituency, at least one big  
construction site and 2-5 sm all sites, engaged in various types o f  construction (such as 
house, m ansion, condom inium , o ffice , hotel, department store, bridge, express way  
and petrol station construction), w ere approached.
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Thirdly, in the sam e way, a school in each constituency was selected, based on  
inform ation from local people and authorities. Eight schools were approached (see  
Table 5 .2), only one o f  them refused to cooperate, giv ing the reason that it had a lot o f  
activities during that time. A m ong the seven participating schools, three o f  them  were 
private and the other four were governm ent schools, three under the Bangkok  
M etropolitan Administration. The other one was the Demonstration school attached to 
a university.
In the final event, 40 construction sites and seven schools cooperated in this 
study, as show n in Table 5.2.
Table 5.2 The number of construction sites, schools and respondents which participated in this study, 




Bi g sites Small sites
Number Respondent Number Respondent Number Respondent
1. Huay Khwang 1 10 1 1 - -
2. Bang Kapi - - 4 12 1 35
3. Bang Khen - - 2 7 1 15
4. Chatuchak - - 4 10 -
5. Don Muang 1 6 2 9 1 34
6. Din Daeng - - 3 19 1 22
7. Yan Nawa 2 21 5 35 1 39
8. Pra Khanong 3 72 2 10 1 35
9. Klong Toei 2 21 5 27 1 40
10. Bang Khun 
Tian
1 10 2 8 _ * -
Total 10 140 30 138 7 220
Note : Big construction sites = construction sites which have > 500 workers 
Small construction sites = construction sites which have < 500 workers 
* This school refused to cooperate.
5.1.3 Method of collecting data
A t first, it w as planned that self-adm inistering questionnaires would be used to collect 
data in the construction sites, labour cam ps and schools, w ith the help o f  tw o research 
assistants and som e com m unity nurses at three Health Centres in Bangkok. A ll o f  
them  w ere fully informed o f  the project and how  to administer the questionnaires. The 
tw o research assistants were B achelor’s Degree graduates and took turns in 
accom panying the researcher on the construction sites and in the labour cam ps. The 
com m unity nurses worked with their teams to collect data in the three areas for w hich  
they w ere responsible, i.e. Huay Khwang, K long T oei and Bang Khun Tian 
constituencies. The researcher worked alone to co llect data in schools.
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Incentives were prepared for the respondents. For the children, b oxes o f  
ch oco lates were given  to the construction workers’ children and cartons o f  drinking 
yogurt w ere g iven  to the urban children. Cash o f  40  baht (about 60 pence) or a gift o f  
equal value w as given  to each construction worker w ho participated in this study. 
N oth in g  w as g iven  to the carers o f  the urban children.
During the process o f  collecting  data in the construction sites, where both the 
children and their carers were present, the respondents were asked to answer the 
questionnaires individually or as a group, depending on the number o f  respondents at 
each location. In cases where on ly  the children or the carers were available, the 
respondents were asked to hand the other questionnaire to their carers or children as 
the case m ay be. The researcher m ade an appointment to co llect the questionnaires 
later.
In total, the data w as gathered from 278 construction workers’ children and 
their carers at 40  construction sites as show n in Table 5.3.
Table 5.3 The number o f construction sites, construction workers, children aged 0-18 yrs. and 
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8. Pra Khanong 26 2402 603 24
27 2237 423 22
28 1080 260 26
29 383 59 6
30 300 30 4
9. Klong Toei 31 400 60 0
32 70 14 8
33 300 70 6
34 120 12 4
35 600 160 12
36 100 30 9
37 800 120 9
10. Bang Khun Tian 38 1000 340 10
39 12 6 4
40 89 6 4
Total 40 sites 17,672 3,334 278
Table 5.3 show s that the ratio o f  workers to children aged 0-18 is 5.3: 1, and 
the ratio o f  workers to respondents is 63 .6  : 1. It was noticeable that the number o f  
respondents, who are children aged 5-8 years, in the construction sites were quite rare 
since they com prised only 8.3 percent o f  the children aged 0-18 years. B esides that, 
there were four out o f  the 40  sites w hich did not have any children o f  this age, because  
som e construction com panies did not allow  or could not provide facilities for the 
workers to bring their school age children to live with them.
The method o f  collecting data in schools w as planned to be the sam e as that 
for the construction sites. The questionnaires (the C hild ’s form) were first 
adm inistered at the school in Pra Khanong constituency. It w as found that the students 
at kindergarten level could not concentrate sufficiently long to answer the 
questionnaires in a group o f  ten. M oreover, the learning activities o f  respondents w ho  
were students in level 1-3 were interrupted for about 20-30  m inutes on that day. 
Therefore, the method o f  collecting data in other schools w as adjusted by asking the 
students to answer the questionnaires at hom e and om itting the students at 
kindergarten level.
In the other five primary schools, the questionnaires (both the C hild’s and the 
Carer’s form s) were inserted in envelopes together with a stamped addressed envelope  
and a letter to their carers; they were then handed to the school administrators. The 
sch ools were asked to distribute the packages randomly to ten students in level 1, and 
to 15 o f  students in each o f  levels 2 and 3. Som e schools collected  the questionnaires
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from the students and sent them to the researcher, but others did not so  the 
respondents returned the questionnaire to m e individually by post.
The data o f  children aged 5-6 years w as obtained from a kindergarten, which  
w as the last school to participate, by adm inistering the questionnaires in three groups 
o f  7-8  students. Finally, as show n in Table 5.4 , 220  questionnaires were returned from  
the 267  distributed, w hich equals 82.40 per cent.
Table 5.4 The number of students in kindergartens and primary schools level 1-3, number o f 
questionnaires distributed and returned; categorised by Bangkok constituency
School in Number of students Number of Number of
constituencies in each level questionnaires questionnaires
distributed returned
Bang Kapi Level 1 = 254 10 10
Level 2 = 241 15 10
Level 3 = 230 15 15
Bang Khen Level 1 = 300 10 4
Level 2 = 280 15 5
Level 3 = 280 15 6
Don Muang Level 1 = 128 10 5
Level 2 =  122 15 14
Level 3 = 81 15 15
Din Daeng Kindergarten = 50 22 22
Yan Nawa Level 1 = 346 10 10
Level 2 = 339 15 14
Level 3 = 336 15 15
Pra Khanong Kindergarten = 30 10* 0
Level 1 = 90 5 5
Level 2 = 81 10 10
Level 3 = 82 20 20
Klong Toei Level 1 = 448 10 10
Level 2 = 431 15 15
Level 3 = 460 15 15
Total 4609 267 220
Note : * = only the Child’s form was administered
The Tim e 2 questionnaire and the G eneric C hildren’s Quality o f  L ife measure 
(G C Q ) were given  to the construction w orkers’ children and their carers who  
volunteered for this. They were requested to answer the questionnaires after an 
interval o f  tw o w eeks and then return them  by post. For the group o f  urban children, 
either the Tim e 2 questionnaire or GCQ were system atically randomly inserted, 
together with the inform ing letter to the carers, into the aforem entioned envelope for 
children in levels 2 and 3 only, since it m ight be a burden for children in level 1, who
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were 6 years old, to answer a lot o f  questionnaires. In total 130 and 100 cop ies  
respectively o f  T im e 2 questionnaire and GCQ were distributed.











1. Urban children 267 220 82.40
2. construction workers’ children 278 276 99.28
- Big construction sites 140 138 98.57
- Small construction sites 138 138 100.00
Total 545 496 91.01
The Carer’s form
1. Urban children 257 218 84.82
2. Construction worker’s children 278 278 100.00
- Big construction sites 140 140 100.00
- Small construction sites 138 138 100.00
Total 535 496 92.71
Time 2 questionnaire
- The Child’s form 130 46 35.38
- The Carer’s form 130 46 35.38
GCQ 100 78 78.00
Table 5.5 show s that the percentages o f  returned questionnaires from the 
construction workers’ children group and their carers were higher than for the urban 
children’s group. The total percentage o f  returned the C hild’s questionnaires w as
91.01 and o f  the Carer’s form 92.71. The return o f  T im e 2 and GCQ were 35.38 and
78.00  per cent respectively.
The returned questionnaires were checked and coded, and the data w as then  
transferred onto diskette and analysed by SPSS/PC. Both descriptive and inferential 
statistics were used. The basic information from respondents, found by descriptive  
analysis, is summarised and shown in the next section.
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5.2 Summary of information from respondents
Children
Total number = 496
Sex: female =281 (56.7% )
male = 2 1 5 (4 3 .3 % )
Age: 5 years = 1 1 7 (2 3 .6 % )
6 years = 1 0 7 (2 1 .6 % )
7 years = 1 2 1 (2 4 .4 % )
8 years = 151(30 .4  %)
Group:
Urban children = 2^0 (44.4 %)
Construction workers’ children = 276 (55.6 %)
Carer’s form respondents
Total number = 496
Relationship with the child:
father = 125 (25.3 %)
mother = 349 (70.0 %)
relative = 2 1 (4 .2 % )
unknown = 1
Age of respondent: Mean = 35 years, S.D. = 6.5, Maximum = 61 years, and 
Minimum = 20 years
Father’s education (468 valid cases): 
no education = 6 (1.3 %)
primary school = 265 (56.6 %)
secondary school = 85 (18.2 %)
vocational school = 40 (8.5 %)
undergraduate = 53 (11.3 %)
post- graduate = 19 (4.1 %)
Father’s occupation (467 valid cases):
government official = 33 (7.1 %)
employee in private company or State enterprise = 89 (19.1 %) 
own business = 67 (14.3 %)
daily allowance worker = 274 (58.7 %)
temporary unemployed = 1 (0.2 %)
cannot work = 3 (0.6 %)
Father’s income (467 valid cases):
no income = 4 (0.9 %)
< 5,000 baht/month = 114 (24.4 %)
5.001 - 10,000 = 2 0 8 (4 4 .5 % )
10,001-20,000 = 66(14 .1  %)
20.001 -30,000 = 2 5 (5 .4 % )
30.001 -40,000 = 14(3 .0% )
40.001 -50,000 = 12(2 .6% )
>50,000 = 24(5 .1  %)
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Mother’s education (472 valid cases): 
no education = 6 (1.3 %)
primary school =285 (60.4 %)
secondary school = 7 3 (1 5 .5 % )
vocational school = 46 (9.7 %)
undergraduate = 52 (11.0 %)
post- graduate = 10 (2.1 %)
Mother’s occupation (472 valid cases):
housewife =141 (29.9 %)
government official = 28 (5.9 %)
employee in private company or State enterprise = 53 (11.2 %) 
own bus iness = 62 (13.1 %)
daily allowance worker = 187 (39.6 %)
temporary unemployed = 1 (0.2 %)
Mother’s income (472 cases):
no income = 142 (30.1 %)
< 5,000 baht/month = 187 (39.6 %)
5.001 -10,000 =62(13.1  %)
10.001 -20,000 = 3 9 (8 .3  %)
20.001 -30,000 = 19(4.0% )
30,001-40,000 = 9 (1 .9 % )
40.001 -50,000 = 9 (1 .9 % )
>50,000 = 5  (1.1 %)
Number of other children at home: Range = 0 -8  
none =268(54.1  %)
1 person = 139 (28.1 %)
2 persons = 5 5 (1 1 .1 % )
> 3 persons = 33 (6.7 %)
unknown = 1
Number of adults who are responsible for raising the child: 
single parent = 4 (0.8 %)
Both mother and father = 366 (74.1 %)
3 adults = 5 5 (1 1 .1 % )
> 4  adults = 6 9 (1 4 .0 % )
unknown = 2
Average expense for rearing the child:
< 1,000 baht /month = 163 (33.0 %)
1.001 -5,000 = 306(61 .9% )
5.001 - 10,000 = 14(2.8% )
> 10,000 = 11 (2.3 %)
unknown = 2
Average expense for all members o f family:
< 10,000 baht /month = 355 (71.9 %)
10.001 - 20,000 = 1 0 0 (20 .2 %)
20,001 -30,000 = 25(5 .1  %)
> 30,000 = 14 (2.8 %)
unknown = 2
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Type o f house or place of living:
Detached, Semi-detached, Town house = 116 (23.5 %)
Apartment / Flat = 88 (17.8 %)
Room provided by construction company = 279 (56.5%)
Small wooden house = 11 (2.2 % )
unknown = 2
How long have they been living in Bangkok? (Only the construction workers 
were asked, due to the itinerary nature o f their work)
Mean = 53 months, S.D. = 48.7 months 
Range = 1 month - 42 years
How long has he/she been a construction worker in Bangkok?
Mean = 47 months, S.D. = 34.7 months 
Range = 1 month - 20 years
The region of Thailand from which they migrated:
The North = 4 5 (1 6 .2 % )
The North-east = 148 (53.2 %)
The South = 4 (1 .4  %)
The East = 8 (2.9 %)
The Central = 73 (26.3 %)
Information on the child’s life
Child’s activity during the day:
stay at home = 9 6 (1 9 .4 % )
go to day-care centre = 10 (2.0 %) 
go to kindergarten = 6 7 (1 3 .5 % ) 
go to primary school = 323 ( 65.1 %)
The type o f school:
Government school or kindergarten = 263 (66.2 %  of 400 cases) 
Private school or kindergarten = 128 (32.3 %)
Day care centre in the labour camp = 6 (1.5 %)
Unknown = 3
How does the child go to school?
walking / cycling = 96 (24.2 % of 400 cases) 
school bus = 6 6 (1 6 .5 % )
family’s car = 149 (37.3 %)
public transport = 62 (15.5 %) 
construction company’s van = 26 (6.5 %) 
unknown = 1
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The amount o f time the child spent on travelling to and from school each day: 
Mean = 59 minutes, S.D. = 42.80 minutes 
Range = 0 minute - 4 hours
The amount of time the child spent on other activities apart from going to 
school or playing (hour/week):
- Take some extra study courses
Mean = 0.90, S.D. = 1.96, Range = 0 - 1 2  hour/week
- Take courses in music or art
Mean = 0.19, S.D. = 0.84, Range = 0 - 1 2  hour/week
- Take courses or practice sport
Mean = 0.28, S.D. = 1.28, Range = 0 - 1 3  hour/week
- Has got some certain work to do (do not include housework) i.e. helping his/her
parents in the food shop or grocery.
Mean = 0.09, S.D. = 0.88, Range = 0 - 1 6  hour/week
- Do some housework i.e. sweep the floor, wash dishes, take care of younger
brother/sister
Mean =1.13, S.D. = 2.44, Range = 0 - 1 6  hour/week 
The child’s health:
- During the last 3 months, has the child been ill?
no = 228 (46.2 %)
yes = 266 ( 53.8 %)
no response = 2
- If yes, what was his/her illness? (Categories are not mutually exclusive)
Mild illnesses = 244 (91.7 % of 266 cases)
Acute conditions = 3 ( 1 . 1 % )
Chronic disease = 25 (9.4 %)
From the information shown above, it w ill be seen that the respondents 
com prised quite a good distribution among sex, age and group (i.e. urban children and 
construction workers’ children). About 19% o f  children had no pre-school education. 
O f the remaining 81 % (about 400 cases) who had had pre-school or primary school 
education, 65% went to primary school, 66% o f  them went to governm ent school or 
kindergarten, 37% o f  them went to school by fam ily’s car, w hile another 24%  and 
16% walked to school and took the school bus, respectively. The average amount o f  
tim e they spent on travelling to and from school each day w as about 1 hour, w ith  a 
m axim um  o f  4 hours. Apart from going to school or playing, they took extra study 
courses at an average o f  one hour per week. Taking courses in m usic or art, practising 
sport or having certain other work to do involved an average o f  less than h a lf an hour 
per week. In addition they helped their parents do som e housework at about an 
average o f  one hour per week, with a m axim um  case o f  16 hours. A s to their general
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health, during the last 3 months before the survey, 54% had been ill and, among those 
who were ill, 92% had mild illnesses.
In the group of carers, most of them (70%) were mothers, followed by 25.3% 
being fathers. The distribution of the fathers’ education was similar to the mothers’, 
with the highest percentage in primary education (56-60%). This distribution shows 
that the sample had higher educational level than the national figure, as given in the 
report on the Population and Housing Census in 1990. According to that Census, the 
percentage of the population varied, according to education levels, from 10.7 per cent 
with no education, 70.7 with primary education, 13.6 with secondary education and 
5.0 with university education, respectively. The group with university level education 
was larger than the national figure, which is understandable for an urban population, 
especially in Bangkok, which is the capital city.
Most of the fathers (45%) earned between 5,001-10,000 baht/month (£116-232 
at the exchange rate before the floatation of the Baht in September 1997), while most 
of the mothers (40%) earned less than 5,000 baht/month. Their income level was 
average, compared to the per capita GDP in 1995, which was 69,147 baht/year or 
about 5,762 baht/month (Internet Thailand Service, 1995). If we compare their income 
to the minimum wage rate in Bangkok and suburbs at that time, which was 145 
baht/day or about 4,350 baht/month, we can see that it was not much higher than the 
minimum amount of income that working people should earn each month.
As to the number of other children at home and the number of adults who were 
_ responsible for bringing up ;the_children, the summary reveals that most families who 
participated in this study were nuclear families with 1-2 children. This corresponded 
to the trend of the characteristics of families in Thailand, especially in the urban area.
Most of the construction workers, have migrated from the North-East (53%). 
The period in which they had been living in Bangkok varied from one month to 42 
years, with an average of four and a half years. All of them were living in the room 
provided by the construction companies.
In the following sections, the psychometric properties of the questionnaires, 
which were used to collect data, were investigated to demonstrate that the results 
gained from this study were valid. The investigation of the QOL measures is reported 
in Section 5.4, while that of the Importance Questions is described in Section 5.5.
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5.3 The Psychometric properties of the QOL measures
This section investigated the validity and reliability of the QOL measures for 
children (C-QOL), both the child's form and the carer's form. The item analysis was 
also investigated and reported at the end of the section.
5.3.1 Validity
Apart from the face validity and the content validity of the measure, which 
have already been assessed and reported in Chapter 4, the concurrent validity was also 
examined during this survey, by using the Generic Children’s Quality of life measure 
(GCQ) as the comparative measure.
GCQ is the Quality of life measure, designed for children aged 6-14 years by 
Collier and MacKinlay (1997) at Queen’s Medical Centre, Nottingham (see detail in 
Chapter 2, subsection 2.4.3). It comprises two sets of 25 questions. The first set of 
questions asks how often they normally do some things, such as spending time with 
friends, helping others and hurting other people, and how often they experience some 
particular feelings, like having fun, worrying about things and getting upset. The 
wording on the response scales is: “Always”, “Often”, “Sometimes”, “Hardly Ever” 
and “Never”. The second set of questions then asks how often they would like either 
to do those things or to have those feelings. The quality of life will be assessed from 
the discrepancy score of these two sets of questions. The GCQ was used to assess the 
concurrent validity of the C-QOL, because it is the generic measure of the QOL of 
children injhe same~age group and it has a propermumberpf item s^ _ _
One hundred copies of the GCQ were randomly distributed to the same sample 
group and 78 copies were returned (see detail in Chapter Five, Table 5.5). The 
correlation coefficient between the QOL score and the discrepancy score was then 
calculated. There was a significant correlation between the two measures at a  = 0.05 
and the correlation coefficient (r) = -.24. There was a negative correlation because the 
discrepancy score had negative direction, a higher score means a lower quality of life. 
The correlation between the C-QOL and GCQ was acceptable, but was not very high 
due to the differential coverage of the QOL’s aspects. It indicates that they could both 
measure some of the same, important aspects of QOL, but that there could still be 
some aspects of QOL which have not been tapped by either measure. That might be 
because the latter measure covers less aspects of QOL them the former. According to
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the latest report (Collier, MacKinlay and Phillips, 1998), they could identify eight sub­
scales of the GCQ by factor analysis i.e. positive affect, attainments, negative affect, 
relationships with parents, peer/social affiliations, physical well-being, self-image and 
autonomy, while the C-QOL comprises 26 facets subsumed in 7 domains.
In addition, the discriminant validity was investigated by using the QOL 
measure in the group of construction workers' children and urban children. The results 
are shown in Section 5.4.2 (Table 5.10)
5.3.2 Reliability
The internal consistency of the QOL measure for children (C-QOL) was re­
examined on the basis of the new data set (493 and 491 cases of children and carers 
respectively). The Alpha coefficient of the Child’s Time 1 questionnaire was .89 and 
of the Carer’s form .90.
One hundred and thirty sets of Time 2 questionnaires were distributed (see 
Chapter Five, sub-section 5.1.3) and the respondents were asked to complete them, 
after an interval of two weeks had elapsed after completing the Time 1 questionnaires. 
They were asked to return them by post. Eventually, 46 sets were returned and the 
test-retest reliability was calculated. The reliability coefficients obtained from 
Pearson’s correlation .91 for the Child’s form, and .86 for the Carer’s form. The 
magnitude of the reliability coefficients, obtained from both forms, was considered to 
be acceptable, according to the recommendations of Streiner and Norman (1995: 7), 
which^suggested Jthatintemal consistency should exceed 0.8 and stability (test-retest “ 
reliability) should be greater than 0.5.
5.3.3 The item analysis
The item analysis of the revised version of the C-QOL was reinvestigated, 
using the same criteria as the pilot study i.e. the internal consistency and 
discrimination power (see sub-section 4.4.5). Apart from the item-total correlation, the 
‘scale alpha if item deleted’ is also reported, as space permitted, to show the internal 
consistency of the scales. Table 5.6 contains the results from both the child’s form and 
the carer’s form. As previously discussed, in the case of discrepancy between both 
forms, the properties of items in the child’s form were considered to be of prior 
importance because the perceptions of the children were the main focus of this study.
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Table 5.6 The internal consistency and discrimination index of items in the C-QOL from both 
the child’s form and the carer’s form
The Child’s form The C arer’s form























1. pain and 
discomfort 1
0.05 0.8911 0.13 0.15 0.9049 0.11
2. pain and 
discomfort 2
0.08 0.8901 0.19 0.16 0.9036 0.23
3. energy and 
fatigue 1
0.44 0.8855 0.56 0.38 0.9014 0.43 *
4. energy and 
fatigue 2
0.35 0.8864 0.51 0.38 0.9014 0.41 *
5. sleep and rest 1 0.37 0.8861 0.47 0.34 0.9019 0.23 1 *
6. sleep and rest 2 0.31 0.8870 0.41 0.30 0.9022 0.29 *
7. positive feeling 1 0.49 0.8846 0.46 0.52 0.8999 0.36 *
8. positive feeling 2 0.39 0.8859 0.47 0.50 0.8999 0.54 *
9. learning 1 0.38 0.8861 0.28 0.41 0.9010 0.17 *
10. learning 2 0.01 0.8918 0.15 -0.06 0.9067 0.05
11. self-esteem 1 0.46 0.8850 0.57 0.51 0.9000 0.37 *
12. self-esteem 2 0.35 0.8867 0.46 0.35 0.9019 0.35 *
13. body image 1 0.52 0.8840 0.51 0.45 0.9005 0.41 *
14. body image 2 0.39 0.8859 0.51 0.40 0.9011 1 0.40 *
15. negative 
feeling 1
0.22 0.8883 0.27 0.31 0.9021 0.20 *
16. negative 
feeling 2
0.23 0.8881 0.25 0.37 0.9016 0.22 *
17. mobility 1 0.43 0.8860 0.56 0.46 0.9006 0.57 *
18. mobility 2 0.40 0.8862 0.53 0.40 0.9014 0.47 *
19. activities of 
daily living 1
0.46 0.8848 0.41 0.39 0.9013 0.23 *
20. activities of 
daily living 2
0.47 0.8854 0.60 0.36 0.9016 0.32 *




0.01 0.8910 0.01 0.11 0.9042 0.20
23. drug
dependence 1
0.22 0.8882 0.28 0.31 0.9021 0.32 *
24. drug
dependence 2
0.11 0.8902 0.26 0.20 0.9033 0.26
25. work capacity 1 0.33 0.8869 0.27 0.35 0.9017 0.05 *
26. work capacity 2 0.42 0.8858 0.51 0.42 0.9010 0.29 *
27. personal 
relationship 1
0.50 0.8856 0.60 0.44 0.9012 0.54 *
28. personal 
relationship 2
0.49 0.8852 0.69 0.50 0.9004 0.59 *
29. social support 1 0.41 0.8860 0.41 0.31 0.9021 0.30 *
30. social support 2 0.37 0.8862 0.45 0.34 0.9021 0.36 *
31. physical safety 
1
0.48 0.8848 0.43 0.42 0.9010 0.31 *
32. physical safety 
2
0.25 0.8883 0.41 0.26 0.9039 0.45 *
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Item n u m b er/ 
facet
























0.44 0.8854 0.63 0.51 0.9000 0.63 *
34. home
environment 2
0.51 0.8842 0.68 0.53 0.8994 0.60 *
35. financial 
resources 1
0.45 0.8851 0.44 0.41 0.9010 0.28 *
36. financial 
resources 2
0.49 0.8856 0.64 0.51 0.9004 0.60 *
37. health care 
availability 1
0.31 0.8871 0.34 0.40 0.9011 0.41 *
38. health care 
availability 2
0.37 0.8861 0.42 0.45 0.9006 0.47 *
39. Opportunities 
for acquiring new 
information 1
0.40 0.8857 0.42 0.43 0.9008 0.40 *
40. Opportunities 
for acquiring new 
information 2
0.48 0.8852 0.60 0.50 0.9004 0.37 *
41. Opportunities 
for recreation 1
0.27 0.8876 0.34 0.31 0.9023 0.38 *
42. Opportunities 
for recreation 2
0.41 0.8856 0.27 0.45 0.9004 0.21 *
43. physical 
environment 1
0.06 0.8911 0.16 0.16 0.9041 0.12
44. physical 
environment 2
0.44 0.8853 0.49 0.48 0.9004 0.22 *
45. transport 1 0.47 0.8850 0.54 0.49 0.9002 0.52 *
46. transport 2 0.45 0.8856 0.49 0.44 0.9008 0.53 *
47. religion 1 0.38 0.8862 0.52 0.40 0.9011 0.42 *
48. religion 2 0.32 0.8869 0.41 0.34 0.9018 0.36 *
49. the right to 
speak out 1
0.46 0.8849 0.41 0.40 0.9011 0.32 *
50. the right to 
speak out 2
0.40 0.8862 0.46 0.45 0.9010 0.44 *
51. the right to 
have an identity 1
0.29 0.8873 0.32 0.27 0.9024 0.30 *
52. the right to 
have an identity 2
0.27 0.8877 0.37 0.42 0.9008 0.51 *
53. general 
quality of life 1
0.56 0.8841 0.54 0.55 0.8998 0.40 *
54. general 
quality of life 2
0.52 0.8851 0.53 0.51 0.9004 0.47 *
Note: Alpha coefficient of the scales = 0.8885 (the child’s form) and 0.9032 (the carer’s form)
Number o f cases = 493 (the child’s form) and 491 (the carer’s form)
* = acceptable item (the item-total correlation should be > 0.20 (Streiner and Norman 1995:59, 
62) and the discrimination index should be between 0.20-0.80 (Chase 1978:140))
From Table 5.6, m ost item s show  acceptable corrected item-total correlations 
(correlation o f  the individual item with the scale total om itting itself) and ‘the alpha 
coefficien t o f  the scales i f  item  deleted’ w as decreased, thus indicating good
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contributions to the reliability of the scales. The results from the child’s form 
corresponded with those from the carer’s form, which were also confirmed by the 
discrimination index of both forms. The poor items identified are nos. 1, 2 (pain and 
discomfort), 10 (thinking, learning and memory), 21 and 22 (dependence on medicine 
or treatment), 24 (dependence on drugs) and 43 (physical environment). These seven, 
poor items should be excluded from the scale and then the latest version of C-QOL 
would consist of 47 items (see Appendix 5a). The use of the C-QOL and how it 
should be administered will be discussed further in Chapter 8, section 8.4.
The reason why four items belonging to facets on pain and discomfort, and 
dependence on medication or treatment, did not contribute good homogeneity to the 
scale might be because these two facets were not highly relevant to the QOL of the 
healthy population. There was a significant correlation (r = .17, p-value < .01) 
between the dependence on medication and the QOL of children who reported being 
ill, but the correlation was not significant among healthy children. The correlation 
between pain & discomfort and QOL among sick children was higher than that of 
healthy children (r = .19 and .15 respectively, both significant at p-value < 0.05). 
Therefore, if the measure is going to be used with sick children, these four items 
should be included. There will be 51 items in the form for sick children, and 47 items 
in the shortened form for healthy children (see Appendix 5a and 5b). Consequently, 
these two forms will not be equivalent, the difference in scoring that will take account 
of this is provided below.
5.3.4 Scoring of the C-QOL
After administering the questionnaire, it is necessary to describe how to score 
the measure. Only the child’s form of the Quality of Life Measure for children (C- 
QOL) is discussed here, as the carer’s form and the Importance Questions have the 
same scoring system. Appendix 5a represents the both forms of Quality of Life 
Measure for children (C-QOL) in the full version of 51 items, while the shortened 
form for healthy children will be without 4 items (1, 2, 21 and 22). Appendix 5b 
shows the item numbers, facets and domains in the C-QOL.
The C-QOL was intentionally developed to be a profile, not an index, based on 
the belief that satisfaction with life as a whole may not necessarily reflect satisfaction
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with all aspects of life. Users should consider the facet scores and domain scores in 
interpreting the results of an individual or in comparisons between groups.
Facet scores
Facet scores are calculated by computing the mean of item score within the facet. The 
item score can be obtained from the value (1-5) of the response scale for positive­
framed items and reversing the value for negative-framed items (5-1). There are seven 
negative-framed items, which are marked with an asterisk next to the item number 
(see Appendix 5b). The reversed score for negative-framed items can be obtained by 
the ‘RECODE’ command in SPSS or just simply subtracting its score from 6.
For example, facet no. 1 (pain and discomfort) is the mean of items 1 and 2, which are 
both negative-framed items.
F 1 = [(6-Q1) + (6-Q2)] 12 
And facet no. 2 (energy and fatigue) is the mean of item 3 and 4, which are both 
positive-framed items.
F2 = (Q3 + Q4) 12
All facets consist of 2 items except, in the latest version, facets no. 9, 12 and 22 will 
have only one items. So, in these three facets, their facet scores equal their item 
scores.
F9 = Q9
Domain scores . _
Domain score can be obtained by computing the mean of facet scores within the 
domain. For example, the Physical domain score is calculated from the mean of three 
facet scores i.e. pain and discomfort; energy and fatigue; and sleep and rest.
Domain 1 = (F1+ F2 + F3)/3.
Domain 2 = (F4 + F5+ F6 + F7 +F8) /5.
There are 26 facet scores subsumed into 7 domains plus the last two items, which are 
combined to be the score on QOL in general. The QOL in general score is computed 
from the mean of these two items, and can be presented along the profile. The 
shortened form does not include facets nos. 1 (pain and discomfort) and 11 
(dependence on medication or treatment), so the Physical and Psychological domain 
scores have to exclude these facets.
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Domain 1 (shortened form) = (F2 + F3) /2
Domain 3 (shortened form) = (F9 + F10 + F12 + F13)/4.
The facet and domain scores can be interpreted by comparing its mean score 
with the original wordings of the response scales as follow:
Mean facet score or domain score Implication
<1.50 Very poor perceived QOL
1.51-2.50 Poor perceived QOL
2.51-3.50 Neither poor nor good
3.51-4.50 Good perceived QOL
>4.51 Very good perceived QOL
Therefore, if a child has a mean facet score on positive feelings of 4.00, for 
example, it means that he/she perceives that his/her QOL in this aspect is good. The 
scores obtained from the construction workers’ children or urban children can be 
interpreted in the same way. To enable the scores from this study to be comparable 
with other samples or with further studies, these facet and domain scores should be 
transformed to a 0-100 score scale and this will be discussed in the last Chapter (sub­
section 8.4.2).
The results of the psychometric analysis of the C-QOL, both the child's form 
and the carer's form, confirmed that these instruments had concurrent validity,
acceptable reliability and consistedn&f gooditem s,in terms of internal consistency^and  -
discrimination index. The nexf section will describe the QOL of the children, which 
was assessed by these measures, both from their own perspective and from that of 
their carers. After that, the investigation of the QOL of construction workers’ children 
and urban children will be reported and discussed.
5.4 The results of the analysis of the QOL measures
This section describes the results of the analysis of the C-QOL (Quality of Life 
Measure for children), from 496 sets of returned questionnaires (the child’s form and 
the carer’s form). The first sub-section reports and discusses the results from the 
perspective of the children and of the carers. The second sub-section, then deals with
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the comparative results of the QOL of construction workers’ children and urban 
children.
5.4.1 The comparative results of the child’s form and the carer’s form
At first, each questionnaire was analysed for the distribution of answers across the 
response scales, mean, standard deviation and rank of mean of each item. To avoid 
presenting too much information here, these results are shown in Appendix 5c (Table 
5a for the child’s form and Table 5b for the carer’s form). In summary, in almost all 
items the answers were distributed across every point of the scale, but they seemed 
skewed towards the upper end of the scale in both forms, indicating that both the 
children and the carers perceived that the children’s QOL in each item was either good 
or very good.
After that, the items were grouped into facets and facets were grouped into 
domains. The summary of the results of the mean, standard deviation and rank of each 
facet score, and the domain score of both forms are shown in Tables 5.7 and 5.8 
respectively. In addition, the differences of the means of facet between both forms 
were examined by paired t-test and these results are also shown in Table 5.7.
Table 5.7 shows that both groups of respondents evaluated the children’s QOL 
somewhere between ‘neither poor nor good’ to ‘good’ (mean facet score = 2.51-4.50). 
The mean of facet scores ranged from 3.47 to 4.52 in the child’s form and 3.09 to 4.64 
in the carer’s form, indicating that the carers’ perspective is more extreme than the 
—children’s, which corresponds to the result of the pilot study (see Table 4.2). Facet 
nos. 9 (Mobility) and 14 (Personal relationships) were ranked first and second 
respectively by the children while facets nos. 12 (Dependence on drugs) and 9 
(Mobility) were ranked first and second by carers.
Table 5.7 The mean, standard deviation and rank o f each facet score from the child’s form
(N= 493) and the carer’s form (N=493) o f the C-QOL and a summary of the paired t-tests
Children C arer Significance
paired
No. Facet X S.D. Rank X S.D. R ank t-test
1 Pain and discomfort 3.85 0.95 16 4.11 0.76 6 **
2 Energy and fatigue 4.07 0.80 7 4.05 0.71 11
3 Sleep and rest 3.70 0.95 22 3.63 0.84 24
4 Positive feelings 3.69 0.92 24 3.68 0.85 22
5 Thinking, learning, memory 
and concentration
3.80 0.74 18 3.72 0.61 21 *
6 Self-esteem 4.32 0.72 4 4.26 0.57 5
7 Body image and 
appearance
3.85 0.95 15 3.84 0.80 15
8 Negative feelings 3.70 0.92 23 3.80 0.62 17 *
9 Mobility 4.52 0.59 1 4.57 0.56 2
10 Activities o f daily living 3.81 0.87 17 3.63 0.83 23 **
11 Dependence on medication 
or treatment
3.93 0.86 14 4.10 0.66 8 **
12 Dependence on drugs 4.38 0.99 3 4.64 0.78 1 **
13 Working capacity 3.59 0.93 25 3.09 0.71 27 **
14 Personal relationships 4.51 0.58 2 4.56 0.56 3
15 Practical social support 3.98 0.82 12 4.09 0.72 9 **
16 Physical safety and security 3.80 0.89 20 3.77 0.87 19
17 Home environment 3.99 0.96 10 3.80 0.89 18 **
18 Financial resources 3.98 0.74 11 3.83 0.67 16 **
19 Health and social care: 
availability and quality
3.78 0.90 21 4.01 0.76 12 **
20 Opportunities for acquiring 
new information and skill
3.80 0.88 19 3.76 0.83 20
21 Participation in and 
opportunities for recreation/ 
leisure activities
3.47 0.88 26 3.32 0.83 26 **
22 Physical environment 3.47 0.76 27 3.50 0.65 25
23 T ransport 3.99 0.75 8 4.10 0.70 7 **
24 Spirituality/
religion/personal beliefs
4.16 0.75 6 4.01 0.73 13 —**
25 The right to speak out and 
be heard
3.97 0.79 13 4.08 0.69 10 **
26 The right to have an identity 
and citizenship
4.28 0.68 5 4.27 0.65 4
27 QOL in general 3.99 0.70 9 3.96 0.62 14
Note: ** = p-value < 0.01 *= p-value < 0.05
W hen considering the lowest rank or the lowest mean score facets, the results 
were very similar in both forms. Facets nos. 22 (Physical environment) and 21 
(Participation in and opportunities for recreation/ leisure activities) had the lowest 
ranks. The paired t-tests between the mean facet scores of these two groups showed 
significant differences in 15 out of 26 facets and in the questions on the general QOL.
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A lthough there were differences in the magnitude o f  their perceptions in som e aspects 
o f  QOL, it seem s that their opinions corresponded to each other according to the rank 
o f  the m eans o f  the facet scores. This w ill be further investigated in the com parison o f  
dom ain scores and the correlation between each facet as show n in Tables 5.8 and 5.9 
respectively.
Table 5.8 The summary result of mean, standard deviation and rank o f each domain score 
(valid cases = 493)
Children C arer
No. Domain X S.D. Rank X S.D. Rank
1 Physical domain 3.87 0.64 7 3.93 0.54 6
2 Psychological domain 3.87 0.52 6 3.86 0.45 7
3 Level of independence 4.05 0.44 4 4.01 0.39 3
4 Social relationships 4.24 0.58 1 4.33 0.52 1
5 Environment 3.79 0.53 8 3.76 0.49 8
6 Spirituality/ Religion/ 
Personal beliefs
4.16 0.75 2 4.01 0.73 4
7 Child’s political rights 4.12 0.60 3 4.18 0.55 2
8 QOL in general 3.99 0.70 5 3.96 0.62 5
Table 5.8 show s the corresponding rank o f  the m eans o f  domain scores from  
the ch ild ’s form and the carer’s form. The social relationship domain has the highest 
m ean score, w hile the environmental domain has the low est rank, confirm ing the 
result o f  Table 5.7 that the children’s QOL is highest on the social relationship  
dom ain and low est on the environmental domain. To investigate further whether the 
children’s perspective corresponded with that o f  the carers, Pearson’s correlation  
coefficien ts between each facet score o f  both forms were exam ined and the 
hypotheses were set that there were positive correlations, betw een both forms, in each  
facet score and in the overall QOL score.
Table 5.9 show s the significant correlations betw een the facet scores o f  the 
ch ild ’s form and the carer’s form, confirm ing the results o f  the m eans and ranks in 
Tables 5 .7 and 5.8 and enabling us to reach the conclusion  that the children’s 
perspective on their QOL corresponded with that o f  their carers. The im plication o f  
this finding is further discussed in Chapter 8, Section 8.4. Consequently, the 
com parative results o f  the QOL o f  construction workers’ children and urban children  
in the fo llow in g  sub-section, w ill be reported from the ch ild ’s form only, to avoid  
presenting too m uch information.
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Table 5.9 The correlation between each facet score according to the perception of the children and 
the carers
No Facet Domain Correlation
coefficient
Significance
1 Pain and discomfort Physical .3639 **
2 Energy and fatigue Physical .2733 **
3 Sleep and rest Physical .2927 **
4 Positive feelings Psychological .3319 **




6 Self-esteem Psychological .2841 **
7 Body image and 
appearance
Psychological .3976 **
8 Negative feelings Psychological .1732 **
9 Mobility Level of 
independence
.3113 **
10 Activities o f daily living Level of 
independence
.5767 **





12 Dependence on drugs Level of 
independence
.3323 **
13 Working capacity Level of 
independence
.3892 **
14 Personal relationships Social
relationship
.3871 **
15 Practical social support Social
relationship
.3472 **
16 Physical safety and 
security
Environment .3403 **
17 Home environment Environment .6284 **
18 Financial resources Environment .5384 **
19 Health and social care: 
availability and quality
Environment .4295 **
20 Opportunities for 
acquiring new information 
and skills
Environment .4898 **





22 Physical environment Environment .3789 **














27 QOL in general - .4579 **
Total QOL score .5841 **
Note: No. o f children respondents = 493
No. of carer respondents = 491 ** = p-value < 0.01
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5.4.2 The quality of life of urban children and construction workers’ children
To investigate the different perceptions o f  QOL, betw een urban children and 
construction workers’ children, their facet scores and dom ain scores were com pared  
by one-tailed t-tests. The fo llow ing results w ill show  whether the QOL o f  urban 
children w as low er or higher than that o f  construction workers' children, in each facet.
Table 5.10 The comparison o f the means o f facet scores between the urban children and the 













at a  = 0.05
1 Pain and 
discomfort
3.75 0.87 3.93 1.00 -2.03 .022 *L
2 Energy and 
fatigue
4.06 0.81 4.08 0.79 -.26 .398
3 Sleep and rest 3.58 0.93 3.79 0.96 -2.38 .009 *L




3.87 0.78 3.76 0.69 1.64 .051
6 Self-esteem 4.33 0.78 4.32 0.68 .29 .386
7 Body image and 
appearance
4.02 0.87 3.71 0.98 3.70 .001 *H
8 Negative feelings 3.75 0.87 3.66 0.96 1.14 .128
9 Mobility 4.53 0.62 4.52 0.56 .14 .446
10 Activities o f daily 
living
4.14 0.68 3.55 0.91 8.25 .001 *H
11 Dependence on 
medication or 
treatment
3.72 0.95 4.10 0.75 -4.78 .001 *L
12 Dependence on 
drugs
4.55 0.93 4.25 1.02 3.47 .001 *H
13 Working capacity 4.01 0.82 3.26 0.88 9.72 .001 *H
14 Personal
relationships
4.57 0.58 4.47 0.58 1.81 .036 *H
15 Practical social 
support
3.97 0.85 3.98 0.80 -.15 .439
16 Physical safety 
and security
3.89 0.89 3.73 0.88 1.96 .026 *H
17 Home
environment
4.52 0.64 3.56 0.96 13.33 .001 ♦H
18 Financial
resources
4.31 0.66 3.72 0.70 9.49 .001 *H
19 Health and social 
care: availability 
and quality
3.80 0.86 3.76 0.94 .50 .308


















at a  = 0.05




3.76 0.84 3.24 0.85 6.76 .001 *H
22 Physical
environment
3.63 0.80 3.34 0.69 4.24 .001 *H




4.32 0.64 4.03 0.81 4.39 .001
25 The right to speak 
out and be heard
3.94 0.73 3.99 0.84 -.62 .268
26 The right to have 
an identity and 
citizenship
4.29 0.68 4.27 0.68 .39 .350
27 QOL in general 4.19 0.63 3.83 0.71 6.02 .001
Note: a  = 0.05 nj = 220 n2 = 276 d f= 4 9 4
*L = the QOL of urban children was lower than that of construction workers' children 
*H= the QOL o f urban children was higher than that of construction workers' children
Table 5 .10 show s that among 26 facets, urban children had significant low er  
QOL than that o f  construction worker’ children in the 3 facets only i.e. pain and 
discom fort (F I), sleep  and rest (F3), and dependence on m edication and treatment 
(F 11). They had higher QOL than that o f  construction workers' children in 12 facets 
including the QOL in general.
The results o f  Table 5.11 indicate that the QOL o f  urban children is low er than 
that o f  construction workers only in the Physical domain, but higher in the other four 
dom ains and in the QOL in general. In addition, the results in Tables 5.10 and 5.11 
demonstrate the discriminant validity o f  the scales, as m entioned in the previous 
section.
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Table 5.11 The comparison of the mean of domain scores between the urban children and 
the construction workers’ children by 1-tailed t-test
No Domain Urban children 
group










at a  = 0.05
1 Physical domain 3.80 0.61 8 3.93 0.66 4 .012 *L
2 Psychological
domain
3.92 0.52 7 3.83 0.52 6 .032 *H
3 Level of 
independence
4.19 0.45 3 3.93 0.41 4 .001 *H
4 Social
relationships
4.27 0.58 2 4.23 0.58 1 .213




4.32 0.64 1 4.03 0.81 3 .001 *H
7 Child’s political 
right
4.12 0.56 5 4.13 0.62 2 .424
8 QOL in general 4.19 0.63 3 3.83 0.71 6 .001 *H
Note: a  = 0.05 n, = 220 n2 = 276 d f = 494
*L = the QOL of urban children was lower than that o f construction workers' children 
*H= the QOL of urban children was higher than that of construction workers' children
From Tables 5 .10  and 5.11, w e can conclude that the QOL o f  construction  
workers' children is low er than that o f  urban children in several aspects, according to 
the perception o f  the children them selves. This identifies the problematic areas in the 
lives o f  construction workers' children that need special attention. I f  w ill provide us 
with more understanding i f  w e compare the QOL score w ith the Importance Q uestions 
score, the latter reflecting the awareness, demands and am bitions o f  the children  
towards each aspect o f  their lives. W e can then understand what they really have and 
what they expect.
5.5 The analysis of the Importance Questions
A s m entioned in the previous chapter, the Importance Q uestions consisted  o f  28 
item s, asking how  important each facet w as to the child's QOL. The first 26  item s 
corresponded to the 26 facets in the C-QOL, w hile the last tw o item s corresponded to 
the tw o questions on QOL in general in the C-QOL. These questions are also available  
in tw o forms, the C hild’s and the Carer’s, w hich parallel each other, in terms o f
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content. The returned questionnaires, of both types, were reinvestigated for the 
psychometric properties of the measure from this bigger sample size and the results 
are described below.
The reliability of the Importance Questions was recalculated from 492 sets of 
valid cases. The Alpha coefficient of the child’s form was .90 and of the carer’s form 
.92. The Importance Questions (Time 2) were asked in the child’s form only, in order 
to minimise the burden of the respondents as much as possible. The test-retest 
reliability coefficient, obtained from 45 cases, was .87.
In addition, the internal consistency of the Importance Questions, in both the 
child’s and the carer’s forms, was also reinvestigated and the results are shown in 
Table 5.12. As previously mentioned in Chapter Four, the item analysis of the 
Importance Questions considered only the internal consistency of the scale, because 
the discrimination index was not the main concern of the exercise. The Importance 
Questions were asked in order to compare the answers with the C-QOL and to see 
whether their QOL was different from their expectation. It was not necessary to 
distinguish between those respondents who had a low perception of the importance of 
QOL and those with a higher perception.
By applying, in Table 5.12, the same criterion for the item-total correlation (r > 
.2 0 ), every item in both forms showed good internal consistency with the scales. 
When the ‘alpha if item deleted’ was also taken into consideration, it was found that 
item no. 1, which corresponded to facet no. 1 (Pain and discomfort), shows no positive 
contfibutiorL-toThe homogeneity of the scales in the child’s form. Since facets nos. 1 
(Pain and discomfort)~and 11 (Dependence on medication or treatment) were taken 
out of the C-QOL (see sub-section 5.3.3), the corresponding Importance Questions 
had to be omitted too. Then the revised shortened version of the Importance Questions 
comprised 26 items.






















1 Pain and 
discomfort
0.32 0.9035 0.41 0.9248 *
2 Energy and fatigue 0.49 0.8998 0.60 0.9223 *
3 Sleep and rest 0.52 0.8991 0.61 0.9221 *
4 Positive feelings 0.48 0.8998 0.64 0.9214 *
5 Thinking, learning, 
memory and 
concentration
0.43 0.9008 0.56 0.9225 *
6 Self-esteem 0.52 0.8992 0.54 0.9227 *
7 Body image & 
appearance
0.48 0.8999 0.49 0.9237 *
8 Negative feelings 0.48 0.9001 0.58 0.9222 *
9 Mobility 0.56 0.8983 0.64 0.9216 *
10 Activities o f daily 
living
0.50 0.8995 0.57 0.9224 *
11 Dependence on 
medication or 
treatment
0.40 0.9023 0.48 0.9243 *
12 Dependence on 
drugs
0.39 0.9018 0.50 0.9233 *
13 Working capacity 0.41 0.9013 0.46 0.9243 *
14 Personal
relationships
0.46 0.9004 0.44 0.9241 *
15 Practical social 
support
0.42 0.9009 0.44 0.9242 *
16 Physical safety & 
security
0.51 0.8997 0.60 0.9223 *
17 Home environment 0.48 0.8999 0.56 0.9224 *
18 Financial resources 0.44 0.9006 0.52 0.9231 *
19 Health and social 
care: availability 
and quality
0.55 0.8984 0.61 0.9218 -  * -




0.56 0.8983 0.58 0.9222 *




0.48 0.8998 0.47 0.9241 *
22 Physical
environment
0.50 0.8994 0.55 0.9226 *




0.50 0.8994 0.56 0.9224 *
25 The right to speak 
out and be heard






















26 The right to have 
an identity and 
citizenship
0.46 0.9003 0.43 0.9242 *
27 QOL in general 0.59 0.8983 0.59 0.9223 *
28 Health in general 0.54 0.8992 0.59 0.9228 *
Note: Alpha coefficient o f the scale = 0.9032 (the child’s form) and = 0.9254 (the carer’s form)
Number o f cases = 492 in both forms
After the psychom etric properties o f  the Importance Q uestions had been  
exam ined and found acceptable in terms o f  test-retest reliability and internal 
consistency, it made sense to use these measures to assess the perception o f  the 
respondents towards the importance o f  the child's QOL. Initially, the data obtained  
w as analysed for the distribution o f  answers across the response scales, mean, 
standard deviation and rank o f  item scores. The results are show n in A ppendix 5d 
(Table 5c for the ch ild ’s form and Table 5d for the carer’s form).
The results in Table 5c can be summarised by saying that there w as a 
distribution o f  answers in every level o f  the responsive scales, but that they were 
skew ed  to the right, because less than 15% o f  the responses were located at the tw o  
low est levels  ( 1 ,2 ) .  This indicated that the children considered that these item s were 
important to their quality o f  life and this was confirm ed by the range o f  the mean  
scores from 3.53 - 4 .63. The ch ild ’s health (Q uestion 28) w as ranked first, w hile  
freedom  from negative feelings (Q uestion 8) and the expression  o f  feelings and ideas 
(Q uestion  25) received the low est and next low est rank, respectively.
The results from the carer’s form in Table 5d show ed that less than 10% o f  the 
responses were located at the two low est points o f  the scale, except question no. 13 
(help ing the parents to do som e housework). These figures indicate that the carers 
considered these questions very important to their children’s QOL. The mean scores, 
w h ich  varied from 3.55 to 4 .63, supported the aforem entioned results. The ch ild ’s 
health (Q uestion  28) had the highest mean score, w h ile helping their parents to do 
housew ork (Q uestion 13), and the expression o f  feelings and ideas (no.25), had the 
low est and next low est mean scores, respectively.
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In general, the rank o f  the m ean scores from the carer’s form corresponded  
w ith those from the ch ild ’s form. For exam ple, both were m ost concerned about the 
ch ild ’s health, but least concerned about the expression  o f  feelin gs and ideas. T he  
carers a lso added that it was m oderately important for their children to help  them  w ith
housew ork (-v=  3 .39). In order to investigate whether or not their perceptions w ere  
different in terms o f  rank, the W ilcoxon  M atched-Pairs Signed-R anks test, betw een  
the rank o f  mean scores o f  both form s, w as performed. The result show ed  that they  
w ere not significantly different in rank (p-value > 0 .05 ). This m eans that the children's 
perception o f  the Importance o f  QOL w as not different to that o f  their carers in rank 
but that the magnitude o f  their opin ions was different in som e facets. Thus, in the next 
section , w hen the QOL score and the Important Q uestions score are com pared, on ly  
the result from the analysis o f  the ch ild ’s form w ill be reported, because children are 
considered  the key informants.
5.6 The comparison between the QOL score and the Importance Questions 
score; and the implication
There w ere 54 item s in the C-Q O L (see Chapter Four, sub-sections 4 .4 .5 .1 ). Each tw o  
item  scores were com bined to m ake one facet score. The first 52 item s w ere com bined  
into 26  facets w h ile the last tw o item s, on general QOL questions, w ere com bined  to  
general QOL score (F27). There w ere 28 corresponding item s, in term s o f  content, in 
the Importance Q uestions (see Chapter Four, sub-sections 4 .4 .5 .2 ). The first 26  related  
to the respective 26 facet scores and the last tw o related to the tw o general QOL  
questions in the C-QOL.
Since the content o f  the Importance Q uestions is very sim ilar to respective  
facets in the QOL m easure, the question arose as to whether they are m easuring  
different aspects o f  the sam e phenom enon. H ence, the correlation betw een each facet 
score in the ( -QOL and the corresponding item score in the Importance questions w as  
tested by Pearson’s Product M om ent Correlation and the sum m ary result is show n in 
T able 5.13. In addition, the facet scores and the corresponding im portance scores w ere  
plotted as a graph, show n in Figure 5.2.
Table 5.13 The Correlations between facet scores in the C-QOL and the corresponding
item scores in the Importance Questions (as perceived by the children, N= 494)





at a  = 0.05
Fl-Im l (Pain and discomfort) .0562 .212
F2-Im2 (Energy and fatigue) .1679 .001 **
F3-Im3 (Sleep and rest) .0848 .059
F4-Im4 (Positive feelings) .2580 .001 **
F5-Im5 (Thinking, learning...) .1750 .001 **
F6-Im6 (Self-esteem) .1943 .001 **
F7-Im7 (Body image and appearance) .1963 .001 **
F8-Im8 (Negative feelings) .0515 .254
F9-Im9 (Mobility) .1725 .001 **
FlO-Im 10 (Activities of daily living) .1658 .001 **
FI 1-Iml 1 (Dependence on medicine..) .0649 .150
F12-Iml2 (Dependence on drugs) .1786 .001 **
F13-Iml3 (W orking capacity) .2539 .001 **
F14-Iml4 (Personal relationships) .3124 .001 **
F15-Iml5 (Practical social support) .2263 .001 **
F16-Iml6 (Physical safety and security) .1600 .001 **
F17-lm l7 (Home environment) .0102 .820
F 18-Im 18 (Financial resources) -.0860 .056
F19-lm l9 i : icaith and social care: 
availabii.: and quality)
.3360 .001 **
F20-Im20 (Opportunities for acquiring 
new information and skills)
.1348 .003 **
F21-Im21 (Recreation/leisure activities) .0856 .057
F22-Ini22 ( Physical environment) .0531 .239
F23-Im23 (Transport) .1755 .001 **
F24-Im24 (Spirituality religion...) .2125 .001 **
F25-Im25 (The right to speak out and 
be heard)
.2533 .001 **
F26-Im26 (The right to have an identity 
and citizenship)
.2290 .001 **
F27-Im27&28 (general QOL) .0808 .073
QOL- IMPORTANT .4345 .001 **
Note: FI to F27 = facet number in the QOL measure QOL = the overall QOL score
1ml to Im28 = Importance Questions number IMPORTANT= the total Importance
score
* = P-value < 0.05 ** = P-value < 0.01
Table 5.13 show s that m ost o f  the facet scores significantly correlate to their 
corresponding Importance scores. The exceptions are F l-Im l (Pain and discom fort), 
F3-Im3 (Sleep and rest), F8-Im8 (N egative feelings), F l l - I m l l  (D ependence on 
m edicine and treatment), F 17-Im l7  (H om e environm ent), F 18-Im l8  (Financial 
resources), F21-Im21 (Participation in and opportunities for recreation/ leisure 
activities), 1'22-Im22 (Physical environm ent) and F27-Im 27& 28 (QOL in general). 
T hese non significant facets provided us with a better understanding that they are
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different attributes, so it w as not essential for their QOL to be high w hen they 
perceived that the item was important to them.
As m entioned in Chapter Four, sub-section  4 .4 .5 .2 , the Importance Q uestions 
reflect the aw areness, demand and am bition o f  the children and their carers towards 
each aspect o f  the children’s quality o f  life. Therefore, the discrepancy betw een the 
QOL score and the Importance score identifies w h ich  areas or aspects o f  QOL are the 
m ost problem atic, by highlighting the things they regard as very important, yet w hich  
they are unable to achieve (Skevington and O' C onnell, subm itted). The fo llow in g  
analyses were com parisons betw een the QOL score and the Importance Q uestions 
score according to the perception o f  all children, urban children, and construction  
workers’ children by one-tailed t-tests. The results are illustrated as bar charts in  
Figures 5 .2-5 .4 .
Figure 5.2 illustrates that the Importance score w as significantly higher than 
the facet score in alm ost every item  o f  the Physical and the Environm ental dom ains. 
W hen the results in this figure were com bined w ith the results on the rank o f  dom ain  
scores o f  children's QOL, from Table 5.8 in Sub-section  5 .4 .1 , w e identified  that the 
children's QOL in these tw o dom ains were, in fact, the m ost problem atic ones, 
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■  Facet score 
□  Importance score
Figure 5.2 A bar chart o f the facet scores and the corresponding Importance scores according to 
the perception of all children (n = 495)
Note : * = The Importance score was significantly higher than facet score at a  = 0.05 for 
1- tailed paired t-test (df = 494)
** = The Importance score was significantly higher than facet score at a  = 0.01
The results o f  Figure 5.2 illustrate the problematic areas o f  life com m on to 
both groups o f  children. W e then needed to investigate further how  the Importance 
scores differed from the facet scores, according to the perception o f  urban children  
and construction workers’ children. The bar charts o f  those tw o scores were plotted as 
shown in Figures 5.3 for the group o f  urban children and Figure 5.4 for construction  
workers' children. In addition, the one-tailed paired t-tests betw een facet scores and 
the corresponding Importance scores were analysed and the results are indicated by
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asterisks w hich highl 




























ght the significant differences. This information w ill enable us 
or domain o f  the children's QOL is problematic.
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■ Facet score  
□ Importance score
Figure 5.3 A bar chart of the facet scores and the corresponding importance scores according to the 
perception of urban children (n = 220)
Note : ** = The importance score was significantly higher than facet score at a  = 0 .01 for 
l- tailed paired t-test and d f = 219
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Figure 5.3 reveals that, in most facets, the QOL of urban children was at the 
same level or higher than the Importance score, according to their own perception. 
The facet scores which were significantly lower than the corresponding Importance 
score, were nos. 1 (Pain and discomfort), 2 (Energy and fatigue), 3 (Sleep and rest), 4 
(Positive feelings), 5 (Thinking and learning..), 16 (Physical safety and security), 19 
(Health and social care: availability and quality), 22 (Physical environment) and 27 
(QOL in general).
When these results were considered together with the rank of domain scores in 
Table 5.11. we could identify that the areas of urban children's QOL that needed most 
concern were the Physical, Psychological and Environmental domains. Their QOL 
was lowest in these domains and there were significant discrepancies between what 
they expected and what they actually had.
Figure 5.4 shows that, according to their own perception, almost all the facet 
scores of construction workers' children were significantly lower than the 
corresponding Importance scores, the exceptions being: nos. 6  (Self-esteem), 9 
(Mobility), 15 (Practical social support) and 25 (The right to speak and be heard). 
These discrepancies indicate the concern of construction workers' children with 
almost even aspect of their QOL. When this finding is combined with the results in 
Table 5.11. we can see that they suffered most in the Environmental domain, since it 
had the lowest rank of all and fell short of their expectation.
If we compare Figure 5.3 with 5.4, we will see that urban children and 
construction worker’s children were both concerned with problems in the Physical and 
Environmental domains. Furthermore, when the results in Table 5.11 were considered, 
we could see that urban children suffered most in the Physical domain, while 
construction workers' children had crucial problems in the Environmental domain. We 
found that construction workers’ children had the lowest rank of domain score in the 
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■ Facet score  
□ Importance score
Figure 5.4 A bar chart of the facet scores and the corresponding importance scores according to 
the perception of construction workers’ children (n = 272)
Note : ** = The importance score was significantly higher than facet score at a  = 0 .01 for 
l- tailed paired t-test and df = 271
5.7 Summary
In this chapter, we have achieved the second objective of this study, which is to 
describe the QOL of construction workers' children, compared to that of urban 
children. The chapter explains how the C-QOL and the Importance Questions, 
developed in Chapters 3 and 4, were administered with urban children and
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construction workers’ children, and their carers. The measures were reinvestigated for 
their psychometric properties and the results confirmed that they had validity and 
acceptable reliability. The results of the analysis of the child’s form and the carer’s 
form were compared and we found that the children's perspective largely 
corresponded to that of their carers.
The analysis of the C-QOL showed that children had the highest QOL in the 
Social relationships domain and the Spirituality/Religion domain, but had the lowest 
QOL in the Environmental and Physical domains. The results from the Importance 
Questions provided more understanding when compared with the QOL score, because 
the discrepancy indicated the aspects with which the children were concerned but 
were unable to achieve. It became apparent, when the discrepancies of the QOL scores 
and the Importance scores were compared with the rank of domain scores, that the 
group of urban children suffered most in the Physical domain while construction 
workers’ children had problematic areas in the domain of Environment.
There are eight facets in the Environmental domain i.e. Physical safety and 
security, Home environment, Financial resources, Health and social care: availability 
and quality. Opportunities for acquiring new information and skills, Participation in 
and opportunities for recreation/leisure activities, Physical environment and 
Transport. These are the areas of life of the construction workers' children that needed 
special attention. In terms of policy and problem solving, we cannot deal with these 
issues all at once. It is necessary to explore more deeply the factors associated with 
these problems and to find out which ones are crucial and can be changed or 
improved. This will lead us to the last step of this study on social policy analysis.
The next chapter reports the attempt to determine the independent variables 
that can predict or explain the variability of the children’s QOL by means of Multiple 
Regression Analysis. We can then understand more about the factors that affect 
children's QOL and which ones we might be able to deal with by means of policy 
changes.
Chapter Six 
Predicting Children’s Quality of Life 
from Some Selected Factors
6.1 Introduction
This chapter attempts to respond to the third objective of this study, which is to 
determine the factors which relate to the children’s QOL, and to develop a model to 
predict children’s QOL by multiple regression analysis. The purpose of this part of 
study has already been stated in details in Chapter Two, section 2.5. It is expected that 
the results obtained from this stage may contribute to this field some knowledge about 
the factors relating to children’s QOL, as we found from the literature review that 
present theoretical approaches are not sufficiently well articulated to provide an 
understanding of what factors contribute to QOL. Moreover, the results will lead us to 
find ways to improve or enhance the children’s QOL, since the factors which were 
selected for inclusion in this study are involved with situations or conditions that can 
be improved by means of social policy.
From the literature review in Chapter Two, section 2.5, we developed the 
tentative conceptual framework of this study in Figure 2.1. The selected factors 
mentioned in that framework comprise personal background factors, general health 
factors, social/environmental factors and the importance of QOL. Personal 
— backgrounds-factors comprise variables such as parents’ education, parents’ 
occupation, family iricbme~humber ofxarers and number of siblings. General health 
factors include mild illness, acute illness and chronic illness, while 
social/environmental factors comprise variables such as: type of house, mode of 
transportation to school, type of school, the amount of time spent on travelling to and 
from school, and parents’ working hours etc. They were measured by the 25 questions 
in the carer’s questionnaire, Part 1 (see Chapter Four, section 4.5). Their definitions, 
units of measure and values obtained are shown in Table 6.1, while details of their 
categories and values have been reported in Chapter Five, section 5.2.
The tentative conceptual framework had been elaborated from further 
literature review and is shown here as the proposed conceptual framework of this 
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Figure 6 .1 The proposed conceptual framework of QOL of this study
In Figure 6.1, it is proposed that personal background factors, general health 
factors, social/environmental factors and the importance of QOL are all related to the 
child’s QOL. Their directional connections are represented by lines with arrowheads, 
as previously shown in Fig. 2.1. It is anticipated that the importance of QOL has a 
reciprocal or simultaneous relationship with the child’s QOL, indicated by a line with 
two opposing arrowheads in the figure. This means that, while their perception of the 
importance of QOL impacts on their QOL, an increase or decrease in their QOL may 
also impact their expectation or aspiration on their QOL. People who have a good 
QOL may attach a high importance and expectation to it. As Naess (1987) explains, 
the QOL increases rapidly with an increased level of living for individuals with low 
aspirations, but much more is required to increase the QOL of individuals with high 
aspirations. This proposition has been investigated and the results are shown in Tables
6.5 and 6 .6 . The relationships between these selected factors and the child’s QOL, 
illustrated by continuous lines with arrowheads, are the main concern of this study.
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They are examined by multiple regression analysis in Section 6.3.2 and the results are 
reported in Sub-section 6.3.3.1.
It has been widely recognised that personal background factors and 
social/environmental factors have some effects on an individual’s health. Health has 
long served as a barometer of the economic and social conditions under which people 
live. Poor housing, poor environment and a bad diet caused by poverty, can be seen as 
likely to affect health. There is considerable evidence that material deprivation affects 
the development of young children, and that the effects of this can continue into adult 
life. Power, Manor and Fox (1991: 23) presented a model identifying the 
interrelationships between four factors - i.e. ‘inheritance’ at birth, socio-economic 
circumstances, education/attitude & belief, and behaviour- and health of individual. 
The model suggested that parental characteristics may also influence these areas of the 
individual. Power et al. emphasised the importance of recognising the 
interrelationships between these identified areas and suggested that causal paths can 
operate in opposite directions or become cyclical. For example, an individual’s socio­
economic circumstances, such as whether or not he/she is employed, can be shown to 
influence his/her health, which in turn can be shown to influence his/her likelihood of 
being unemployed at some future date. They also pointed out that these areas had 
different degrees of influence on an individual’s health at different stages of his/her 
life.
Blaxter (1990) investigated the relationship between social circumstances and 
health, based on a national survey of 9,000 individuals. She found that low income 
was strongly associated with poorer health and that middle aged men in social classes 
I/II (professional, employers and managerial families) were 1.73 times as likely, in 
terms of an odds ratio, to be in good health as men in classes IV/V (service 
occupations, semi-skilled and unskilled).
Based on the literature review, a hypothesis was formed that personal 
background factors and social/environmental factors had some impact on the child’s 
health and his/her perception of the importance of QOL. Their directional connections 
are illustrated by dotted lines with arrowheads. Although their relationships are not the 
main concern of this study, they will be investigated in Section 6.3.2 and the results 
are reported in Sub-section 6.3.3.2.
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The hypotheses were set, on the basis of the literature review in Chapter Two, 
that the variables mentioned correlated with the children’s QOL. The multiple 
regression equation of children’s QOL can be written in a simple symbolic form as 
follows
Y = a + biXi + b2 X2  + b2X3  + ..............  (D
where Y is the child’s QOL, X\ is the importance of QOL (IMPORTANT) and X2, X3 ,
X4   are the other variables mentioned in Fig 6.1. According to the established
framework, we hypothesised that the importance of QOL was influenced by these 
factors and the child’s QOL as well, so we developed a second equation from this.
Xi = c + diY + d2 X2  + d3 X3+...........  ©
Where Xi is IMPORTANT, Y is the child’s QOL and X2, X3 , X4 , are the other
variables mentioned in Fig. 6.1. We can see that the variables Y and Xi in equations 
(D and © are dependent on each other, which we call endogenous variables, and we 
will refer to equations (D and © as simultaneous equations. Consequently, we cannot 
analyse their relationships in a single equation because the results will be biased. 
Therefore, an econometric approach to estimate the simultaneous equation models, 
called the “Two-Stage Least Squares” method (2SLS), will be adopted for use in this 
study and the procedure will be discussed further in Section 6.3.
In the following section, the relationships between each independent variable, 
~ proposed in the conceptual framework, and children’s QOL will be investigated and 
then discussed. The multiple regression analysis will then be performed, in'section 
6.3, to develop the models to predict children’s QOL. A summary of findings will be 
presented at the end of the chapter.
6.2 Factors related to children’s QOL 
6.2.1. Process of the investigation
This section demonstrates how those independent variables, shown in Table 6.1, were 
examined for their relationships with the total QOL score by appropriate statistics, 
according to their types of variable and scales of measurement.
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Table 6.1 Factors and variables which have been investigated for their relationships 
w ith the children’s QOL











ADULT Number of adults who take 
care of the child
person 2/1-8 496
NUM Number of siblings or 
other children who live 
together in the house
person 1/0-8 496
FEdu Father’s education 4 levels 468
FOccu Father’s occupation 4 categories 467
Fine Father’s income baht/month 8 levels 467
MEdu Mother’s education 4 levels 472
MOccu Mother’s occupation 5 categories 472





SCHOOL Type of school in which 








Special activities of the 
child apart from going to 
school or spending his/her 
free time as he/she wants 
-taking some extra study 
course
-taking courses or 
practising music and/or art 
-taking courses or 
practising sport 
-doing certain work (do not 
include housework)
-doing some housework




















TRAVEL The carer’s travelling time 






MODE mode of transportation 











' ~ ......* ...... HOUSE Type of house or place of 
living
3 types 496
STAY How long has the 
respondent lived in 
Bangkok ?












WORK How long has he/she been 
working as a construction 
worker in Bangkok?




HEALTH Child’s health during the 
last 3 months of survey
ill /not ill 0-1 494
MILD Mild illness (sickness that 
needs treatment or rest for 
not more than 7 days)
yes / no 0-1 494
ACUTE Acute illness (sickness that 
needs treatment or rest for 
7-90 days)
yes / no 0-1 494
CHRONIC Chronic illness (disease or 
condition which causes 
sickness or discomfort for 
a long period of time e.g. 
asthma, allergy)




IMPORTANT The child’s perception of 
the importance of his/her 







QOL The total QOL score, 




The independent variables w hich were significantly correlated with the QOL w ould  be 
selected  to be the estim ators to predict the children’s QOL. The continuous variables, 
w hich were ADU LT, N U M , SA ct T  to 5, W H O UR, TR AVEL, CTRAVEL, ST A Y , 
W O RK  and IM PORTANT; were tested for Pearson’s Product M om ent Correlation  
C oefficient, with a  = 0.05. The result is shown in Table 6.2 and the d iscussion  is 
fo llow ed  in the next sub-section.
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Table 6.2 The matrix o f  Pearson’s Product M om ent Correlation C oefficients among thirteen continuous variables and QOL score (N = 492)




SAct2 . 10* .01
SAct3 .02 . 1 0 *.01
Sact4 -.02 -.03 .03 -.01
Sact5 .00 .06 .02 .03-.06 -.02
W HOUR -.09 -.02 -.03 - . 12* -.07 .14*
TRAVEL .19* .01 .03
CTRAVEL .04 .09 -.02 .00
STAY -.02 .05 .17* .04-.02 .05 -.01 .04
WORK .17* .08-.00 .01 .10 -.01 .06 .06 .08 .09 .78
**
IMPORTANT - . 12* -.02 .06 -.06 .05 -.06.07 .01 -.04 .01
QOL .07 .13* . 12 * .08 -.01 -.03 .06 13* .06.09
Note: a  = 0.05 * = P-value < 0.05 ** = P-value < 0.01
Variable STAY and WORK was measured from the group of construction workers only with n = 276
From Table 6.2, variables w hich  have significant correlations w ith children’s 
QOL are the amount o f  tim e that the child  spends on extra study courses (S A c t l) ,  and 
sports (S A ct3), the carer’s travelling tim e to and from work (TR A V EL), the period  
that their parents live in Bangkok (S T A Y ) and the ch ild ’s perception o f  the 
im portance o f  his/her QOL (IM PO R TA NT). These variables w ill be included in the 
further analysis to predict the children’s QOL.
The remaining discrete variables e.g . HEALTH, M ILD, A C U TE , CH RO NIC, 
M O D E , H O U SE, and SCHOOL etc. were tested for Independence w ith the QOL  
score by the Chi-square test (Becker and Harnett, 1987). B efore the Chi-square tests 
w ere performed, som e o f  these discrete variables had been regrouped to ensure that 
the number o f  expected frequencies w hich  were <  5 w ould  not be >25%  o f  all cells. 
(S ieg e l and Castellan 1988: 199). A t the sam e tim e, the QOL score has been  
converted into 3 groups by using its mean and standard deviation as the cut o f f  points 
as follow s:
high QOL =  X  + 1S.D.
moderate QOL =  X -  1S.D . <  X  <  X  +  1S.D .
low  QOL =  X < Y - 1 S . D .
The summary results o f  Chi-square test for Independence betw een the QOL and these 
discrete variables, w ith level o f  significance at 95 %, are show n in Table 6.3.
Table 6.3 The summary results o f  Chi-square test for Independence betw een the QOL  
score and the discrete independence variables
V ariable d f C hi-square Contingency P-value Significance
value coefficient
CHRONIC 2 1.338 .052 .512
ACUTE 2 1.570 .056 .456
HEALTH 2 6.047 .110 .049 *
MILD 2 6.303 .112 .043 *
FEdu 6 46.730 .301 .001 **
FOccu 6 48.360 .308 .001 **
Fine 8 26.752 .233 .001 #*
MEdu 6 28.478 .239 .001 **
MOccu 8 30.252 .246 .001 **
Mine 8 31.979 .252 .001 **
SCHOOL 4 27.813 .230 .001 **
HOUSE 4 31.715 .245 .001 **
MODE 8 16.311 .198 .038 *
a  = 0.05 * = P-value < 0.05 ** = P-value < 0.01
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From Table 6.3, all variables, except the acute and chronic illnesses of the 
child, were associated with his/her QOL. Therefore, the variables CHRONIC and 
ACUTE were excluded from further analysis. The results have been discussed in the 
following sub-section.
6.2.2 Summary of results and discussion
As shown in Tables 6.2 and 6.3, from all 26 independent variables which were 
examined, 15 of them had significant correlations with the QOL score. There were: 
SActl, SAct3, TRAVEL, IMPORTANT, HEALTH, MILD, FEdu, FOccu, Fine, 
MEdu, MOccu, Mine, SCHOOL, HOUSE and MODE.
Personal background variables, which correlated to the children’s QOL, were 
father’s education (FEdu), mother’s education (MEdu), father’s occupation (FOccu), 
mother’s occupation (MOccu), father’s income (Fine) and mother’s income (Mine). 
From the Chi-square test for Independence, we knew neither the direction of the 
relationships nor which sub-group or category of these variables related to the 
children’s QOL. But from the contingency coefficients (see Table 6.3), we know that 
father’s attributes i.e. education, occupation and income have a higher association 
with children’s QOL than mother’s attributes. Therefore in the next step, when the 
fewest variables will be included in the analysis, the father’s attributes should be 
selected.
In general health factors, variable HEALTH, which means being healthy or ill 
during the last three months before answering the-questionnaire, was related to the 
children’s QOL, as we expected. However, the results were not in accordance with the 
hypothesis, because only mild illness, not acute and chronic illnesses, was 
significantly related to the QOL. This might have been because there were too few 
cases of children with acute illness (3 cases) and chronic illness (25 cases), among all 
266 cases who had been ill (see Chapter Five, section 5.2). These variables will be 
investigated further in the following section.
Variables in the social and environmental factors associated to the children’s 
QOL were SActl, SAct3, SCHOOL, HOUSE, MODE, TRAVEL, and STAY. Also 
related to the children’s QOL were some of their special activities out of school. 
These were, as per our hypothesis, taking some extra study courses (SActl) and
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practising sport (SAct3). Variables SCHOOL, HOUSE and MODE will be further 
investigated by multiple regression analysis to see how they affect the children’s QOL.
Regarding the variable TRAVEL (the carer’s travelling time to and from 
work), it was surprising to find that it positively correlated with the children’s QOL 
(means that the longer time the carer spent on travelling the higher the child’s QOL), 
while the child’s travelling time (CTRAVEL) was not correlated. We had 
hypothesised that they would be negatively correlated with the children’s QOL, 
because the longer they spent travelling, the less time they had for rest or qualitative 
time spent together. This explanation was also applied to the variable WHOUR (the 
carer’s working hours) which had negative correlation with the children’s QOL. 
Unfortunately, the magnitude of correlation was not statistically significant. The 
reason that the relationship between the carer’s travelling time and the child’s QOL 
was not in accord with our expectation, among all children, might be because this 
relationship occurred only among urban children, since some of construction workers 
did not need to travel to work. To examine this assumption further, the correlations 
between TRAVEL, WHOUR and QOL were tested separately among each group of 
children. The results supported our assumption that there were negative correlations 
between the carer’s travelling time, the carer’s working hours and the child’s QOL 
among urban children only (r = -.07 and -.12 respectively).
Another interesting result is that there was a negative correlation between 
CTRAVEL and QOL among the group of construction workers’ children only (r = 
-.08).-This conlcLbe interpreted that the carer’s longer travelling time and working 
hours have a negative effect on the QOL of urban children, more than on construction 
workers’̂ children, while the longer travelling time of the children themselves has a 
negative effect only on construction workers’ children. This might be involved with 
the mode of transportation, because most of the urban children went to school by 
family car (54% by family car, 24% by school bus and 11% by public transport), while 
42% of construction workers’ children walked or cycled to school and 21% used 
public transport (only 7% and 17% went by school bus and family car, respectively). 
These variables will be examined for their relationships with the children’s QOL, by 
multiple regression analysis in the next section.
The positive correlation between the child’s QOL and STAY (how long has 
the carer lived in Bangkok?), which was measured only from the construction workers
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(276 cases), could be explained by a resource profile approach (Boissevain, 1974; 
Lewis and McGregor, 1993; Wood G., 1998). This approach provides the explanation 
that the longer the workers stay in Bangkok the wider and stronger they can establish 
their social networks, which could then be used as means to get access to resources 
and services from the community, state and market. For example, from their social 
networks with other workers, neighbours, or local government officials, they can find 
good construction companies which provide reasonable wages and good fringe 
benefits, can develop their skills through apprenticeship and then earn more income, 
or can even get better access to necessary information, health care and education for 
their children. This finding may be useful in terms of policy, in persuading workers to 
stay with one company for a certain length of time rather than to keep moving from 
one company to another, and in encouraging the companies to offer fringe benefits to 
their workers.
Variable IMPORTANT (the child’s perception of the importance of his/her 
QOL) was significantly correlated to the children’s QOL as expected. It had the 
highest correlation coefficient with the QOL (r = .43) among all variables being tested 
in Table 6.2. The moderately high correlation between these two variables may cause 
the suspicion that they are measuring different aspects of the same phenomenon. This 
question was already investigated and discussed in Chapter Five (see Table 5.12). It 
was confirmed that they were different attributes. Their moderately high correlation 
might be because the content of the Importance Questions is similar to that of the C- 
QOL (see Chapter Five, Section 5.6). -----  —  - -  -. —_
The investigation into the relationship between the variables mentioned earlier 
and the children’s QOL provided us with more understanding about the factors 
relating to the children’s QOL. However, single correlations can be misleading within 
a multivariate relationship. They may be suggestive of a relationship or a lack of one, 
but do not give any indication of causality. The appropriate technique we must use is 
multiple linear regression. In the next section, these variables are investigated further 
by multiple regression analysis, to see how far they can explain the variability in the 
children’s QOL.
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6.3 Developing the simultaneous equation model to predict the children’s QOL
This section focuses on the preparation procedure, the results and a discussion of the 
regression model to predict the children’s QOL. In Appendix 6 , we will describe the 
estimation precedure and how to interpret the model obtained.
6.3.1 Preparation process
The preparation process aimed to select the fewest independent variables (IVs), which 
were the most parsimonious representation of the data to include in the equation and 
to transform these variables to their appropriate forms before performing the multiple 
regression analysis. First, those 26 IVs in Table 6.1 were selected according to the 
general considerations for choosing IVs, as proposed by Tabachnick and Fidell (1996) 
who state that regression will be best when each IV is strongly correlated with the 
dependent variable (DV), but uncorrelated with other IVs. Based on this 
recommendation, IVs which were found non-significantly correlated to the QOL, in 
the previous section, such as ADULT, NUM, WHOUR, CTRAVEL and WORK, 
were excluded from the analysis. Variables STAY and WORK were also excluded 
because they were measured among construction workers only.
Tabachnick and Fidell (1996) suggest selecting an IV which is uncorrelated 
with other IVs, to avoid the problem of multicollinearity (see Glossary) among the 
independent variables (Harnett and Murphy 1985: 696), which would violate the 
assumptions of the mulitiple regression analysis. It was found that the variables FEdu, 
FOccu and Fine, which were the father’s attributes^ were associated with the mother’s 
MEdu, MOccu; Mine. In order to minimize problems of multicollinearity, we will 
take one variable from the set (FEdu, FOccu, Fine, MEdu, MOccu, Mine) to proxy the 
impact of the whole set. On theoretical grounds Fine would seem to have the most 
importance in determining QOL, it is also statistically the most appropriate due to its 
level of measurement. Eventually, from the first step of the preparation process, 16 of 
the 26 variables were de-selected from the estimators. There were 10 variables left i.e. 
Fine, SActl, SAct3, TRAVEL, HEALTH, MILD, SCHOOL, HOUSE, MODE and 
IMPORTANT.
The second step was to transform these variables into their appropriate forms, 
before performing the multiple regression analysis. The discrete variables (i.e. 
HEALTH, MILD, SCHOOL, HOUSE and MODE) were assigned to be dummy
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variables using the rule that if a quantitative variable has m categories, we should 
assign only m-1 dummy variables (Gujarati 1988: 436). For example the variable 
HOUSE had 3 categories:- Detached/Semi-detached/Townhouse, Flat/Condominium, 
and Room provided by the construction company. So this variable would be assigned 
to 2 dummy variables, HOUSE 1 and HOUSE 2.
HOUSE 1 = 1 if the child lived in a detached/semi-detached/townhouse
= 0  if the child didn’t live in a detached/semi-detached/townhouse 
HOUSE 2 = 1 if the child lived in a flat/condominium
= 0  if the child didn’t lived in a flat/condominium 
Therefore, the child who lived in a room provided by the construction 
company will be assigned as “the base” or “control” or “omitted” category (Gujarati 
1988: 437), which refers to the condition if HOUSE 1 = 0 and HOUSE 2 = 0.
In this way, all other discrete variables like SCHOOL and MODE were 
transformed to be dummy variables SCHOOL1 and MODE1, MODE2, MODE4, 
MODE5, while SCHOOL2 and MODE3 were left as the base category. The variables 
HEALTH and MILD were already binomial dummy variables.
Thirdly, the variable Fine was transformed to TFINC (Transformed father’s 
income), which is in a semi-interval scale, by using its mid point values. For example, 
the ranges of father’s income from 0 baht, 1-5,000, 5,001-10,000 and 10,001-20,000 
baht were transformed to 0, 2.5, 7.5, and 10 units respectively (see Chapter Five, 
section 5.2). In addition, it was suspected that the father’s income did not have a linear 
- impact on the child’s QOL, (which would .violate the assumptions of the_multiple^ _ 
"^regression analysis), since it is widely accepted among economists that income has a 
diminishing marginal effect on happiness (Naess, 1987). This means that as income 
increases, happiness also increases but by a smaller amount. Therefore, the scatter plot 
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Figure 6.2 The curve fit for QOL and TFINC
Figure 6.2 shows that the relationship between QOL and TFINC could be 
estimated in quadratic form of inverted U-shape. Because of this and in order to run 
the regression by ordinary least square method, this variable has to be transformed by 
adding the polynomial form of TFINC2 to the equation to fit the quadratic function 
(Ramanathan, 1995: 260-261). Therefore, the variable TFINC would be converted to 
“TFINC + TFINC2” to fit the assumption of the multiple regression analysis. Their 
effect on the child’s QOL (the regression coefficient) must be interpreted differently 
and in a way which will be discussed later (see details in Appendix 6 , sub-section 6.2.4 
and Chapter Six, sub-section 6.3.3).
At the end of the preparation process, 6  continuous variables and 9 dummy 
variables were obtained as the estimators of QOL. The name and definition of these 
variables are presented in Table 6.4. According to Tabachnick and Fidell (1983: 91), to 
run a regression we should ideally have 2 0  times more cases than the number of 
independent variables. Since the number of valid observations for each variable, as 
shown in Table 6.1, was greater than 300, it is considered to be a big enough sample 
size to run the analysis.
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Table 6.4 The definition of the variables includes in the estimation of the
children’s QOL
Variables Value label Definition
QOL The child’s QOL (the total QOLscore)
IMPORTANT The attitude of the child towards the importance 
o f his/her QOL (the summation o f the 
Importance Questions score)
TFINC lunit =1,000 baht (£23 in 
1997 or about £15.6 in 
1999)
Transformed father’s income
SActl The amount of time (hours/week) that the child 
spent on extra study courses
SAct3 The amount of time (hours/week) that the child 
spent on sports
TRAVEL The carer’s travelling time to and from work 
(minutes/day)
HEALTH ill = 1 
not ill = 0
The child’s health during the last 3 months
MILD ill = 1 
not ill = 0
The child who had mild illness
STRGILL* ill = 1 
not ill = 0
The child who had acute or chronic illness
SCHOOL 1 1= government school 
0= private school
Type o f school
HOUSE1 1/0 The child lived in a detached/semi- 
detached/townhouse
HOUSE2 1/0 The child lived in a flat/condominium
HOUSE3 if HOUSE 1 = 0 and 
HOUSE2 = 0
The child lived in a room provided by a 
construction company
MODE1 1/0 The child walked or cycled to school
MODE2 1/0 The child went to school by the school bus
MODE4 1/0 by public transport
MODE5 1/0 by the construction company’s van
MODE3 if MODE1, 2, 4 and 5 = 0 by the family’s car
Note: The variable STRGILL was created during the estimation procedure from HEALTH-MILD 
(see Appendix 6)
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6.3.2 The estimation procedure
In the introduction, it was proposed as part of the conceptual framework of this study, 
that the relationships among the independent variables, the importance of QOL and 
the children’s QOL could be written in two simultaneous equations. In this section we 
nominate the variables involved and then give the full simultaneous equations 
obtained, as follows:-
QOL = ct0 + a , IMPORTANT+ a 2 TFINC + <x3 TFINC2 + cc4 SActl
+ a 5 SAct3 + cc6 TRAVEL+ a 7 HEALTH + a 8 MILD + a 9 SCHOOL1
+ a ,0 HOUSE 1 + a , , HOUSE2+ a I2 MODE 1 +  + a I5 MODE5 ...........©
IMPORTANT = p0 + Pi QOL + p2 TFINC + p3TFINC2 + p4 Sactl+ p5 SAct3 
+ p6 TRAVEL + p7 HEALTH + p8 MILD + p9 SCHOOL 1 
+ P,o HOUSE1+ p (1 HOUSE2 + Pi2 MODE1+ + p l s MODE5  ©
According to equation © and (2>, QOL and IMPORTANT are ‘endogenous’ variables, 
the rest are ‘explanatory’ or ‘predetermined’ variables. Their relationships will be 
explored by the simultaneous equation estimation, using an econometric approach 
called the Two-Stage Least Squares method (2SLS) and the set of data gathered from 
the survey mentioned in Chapter Five. The details of the estimation procedure and 
how to interpret the results are shown in Appendix 6 . This procedure can be 
summarised in three major steps as follows:-
Step 1: Specify the structural equations of QOL and IMPORTANT by the Ordinary 
Least Square method, from equations © & ® above. From the. details shown in 
Appendix 6 , Section 6.1 (Step 1), we could specify the best structural equation model 
to estimate QOL was Model G in Table 6 a. In the same way, Model J was selected to
be the structural equation to estimate IMPORTANT (see Table 6 b). Models G and J
are also shown below.
QOL = cco + a, IMPORTANT + a 2 HOUSE1 + a 3 HOUSE2 + a 4 MODE4
+ a 5 SCHOOL 1 + u, ......Model G
IMPORTANT = p0 + p , QOL + p2 HOUSE 1 + p3 HOUSE2 + p4 MODE4
+ p5 TFINC + p6 TFINC2 + u2..........................................................................Model J
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Step 2: Examine these two structural equations for their identifiability, which simply 
means to ensure there are enough variables involved to solve the equations (see 
Appendix 6 , Section 6.1, Step 2). The results showed that both equations were 
identified.
Step 3: Apply the 2SLS method to estimate the model (see details in Appendix 6 , 
Section 6.1, Step 3).
6.3.3 The results and discussion
The results of the estimation and how to interpret them were fully described in 
Appendix 6  Section 6.2. Eventually, three simultaneous equation models were 
obtained from the 2SLS method, model 1 is drawn from all of the sample, while 
models 2 and 3 are for urban children and construction workers’ children respectively. 
These three models, as shown and interpreted in Appendix 6 , are presented in Tables 
6.5 and 6 .6 . The numbers shown on the table are the regression coefficients of each 
variable to QOL with t-statistic in parenthesis for model 1 and Z-statistic for models 2 
and 3. The process called ‘testing down’ has been employed, i.e. only those variables 
which are significant are reported in the tables (constant term apart).
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6.3.3.1 The models to predict the children’s QOL
Table 6.5 The models to predict the children’s QOL
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R2 0.288 0.29 0.276
F
1 equation 27.85 25.65 11.64
df 5; 345 3; 188 5; 153
Signif. F .001 .001 .001
Note: * * = significance t-test at a  = 0.05 
* = significance t-test at a  = 0.1
From Table 6.5, Model 1 shows that the Importance of QOL, the types of 
house (HOUSE 1 and HOUSE2), going to school by public transport (MODE4) and 
going to government school (SCHOOL 1) could explain about 28.8% of the variability 
in the child’s QOL. Model 1 explains that the QOL of the child, whose house is a 
detached/semi-detached/townhouse (HOUSEl=l), will be highest, while that of the 
child who lives in a room provided by the construction company (HOUSE 1=0, 
HOUSE2=0) will be least. The negative sign of the regression coefficients of the 
dummy variable SCHOOL 1 (government school), in all models, indicates that the 
QOL of the child who goes to government school will be lower than the one who goes 
to private school when other variables are held constant.
The dummy variable MODE4 (going to school by public transport) also had a 
negative regression coefficient and it had more impact on construction workers’
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children than urban children. This finding is very helpful in explaining the results 
found in sub-section 6.2.2, that there was negative correlation between CTRAV (the 
child travelling time to and from school each day) and the child’s QOL among 
construction workers’ children only. That is because of the mode of transportation, 
since public transport was used more widely among construction workers’ children 
than urban children (see Chapter Five, section 5.2). The long travelling time had a 
much bigger effect on the QOL of children who used public transport rather than other 
modes.
The extra variable SActl, which had a negative partial regression coefficient 
to the QOL of urban children, explained that the more time the child has to take extra 
study courses, the less his/her quality of life will be. This result was confirmed by the 
average amount of time that the urban children and the construction workers’ children 
spent on taking extra study courses (see Table 6.7), which were 1.44 and 0.46 
hours/week respectively. This finding may partly be able to explain why the QOL of 
urban children, on the facet of sleep and rest (* = 3.58), was significantly lower than 
that of the construction workers’ children (* = 3.79) (see Table 5.9 in Chapter Five).
It is striking, when these three models were compared, that the father’s income 
(TFINC) has a strong enough influence to be included in the estimators of QOL 
among construction workers’ children only. This may be due to the diminishing 
marginal effect of income on QOL as explained in the curvefit for QOL and TFINC 
(Fig. 6.2). The greater the income level the less impact increases have on the QOL. 
The income-of most of the urban children’s  fathers was high, so theeffect o f income 
on their children’s QOL was minimal. 65.2% of the income of urban children’s fathers 
was greater than 10,000 baht/month (£156), while 96.2% of construction workers 
earned less than 1 0 , 0 0 0  baht/month.
The marginal effect of father’s income on the child’s QOL can be understood 
from the predicting equation of the QOL of construction workers’ children. In this 
equation, father’s income was in the quadratic form of ‘TFINC+ TFINC2’, its 
marginal effect on the child’s QOL equals P2 + 2 P3 X = 2.14+2 (-.08) TFINC or 2.14 
-0.16 TFINC (see details on how to interpret the marginal effect of variables in the 
quadratic form in Appendix 6  Sub-section 6.2.4). If we substitute TFINC with 0, 2.5, 
7.5, 10, 15, 25, 35, 45 and 60 units ( 1  unit is about 1,000 baht or £16) then the 
marginal effect will be 2.14, 1.74, 0.94, 0.54, -0.26, -1.86, -3.46, -5.06, and -7.46,
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respectively (see the graph in Fig 6.2 for comparison). It can be seen that the father’s 
income has a positive, marginal effect on the child’s QOL only when it is at low level. 
When the income reaches the saturation point, at about 15 units or 15,000 baht/month 
(£234), it starts to have a negative marginal effect. It might be possible to draw the 
conclusion that individuals have different saturation points, and beyond that point the 
effect of income on the QOL is minimal.
6.3.3.2 The models to predict the child’s perception of the importance 
of his/her QOL
Table 6 . 6  The equation models to predict IMPORTANT
Variable Model 1 


































R2 0.256 0.326 0.253
F  equation 19.79 18.03 13.04
df 6; 344 5; 186 4; 154
Signif. F .001 .001 .001
Note: STRGILL = the child who had acute or chronic illness during the last 3 months
of the survey
The numbers shown on the table are the regression coefficients o f each variable to QOL 
with t-statistic in parenthesis for model 1 and Z-statistic for models 2 and 3 
** = significance t-test at a  = 0.05 
* = significance t-test at a  = 0.1
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The results in Table 6 . 6  support the hypothesis and the directional connections 
between variables proposed in the conceptual framework of this study, shown in Fig. 
6 .1 , that some variables in the background factors, the general health factors and the 
social/environmental factors have some impacts on the child’s perception of the 
importance of his/her QOL.
The regression coefficient of IMPORTANT in Table 6.5 Model 1 = .79, while 
the regression coefficient of QOL in Table 6 . 6  Model 1 = .31, confirmed the 
hypothesis that QOL and IMPORTANT have reciprocal effects to each other. This 
supports the directional connection between IMPORTANT and QOL as proposed in 
the conceptual framework. It also explained that IMPORTANT has more impact on 
QOL than that QOL on IMPORTANT. This finding has an implication on how to 
enhance the children’s QOL, which will be discussed further in the last chapter. 
However, QOL is a significant estimator of IMPORTANT in Model 1 only. In general 
the weaker significance of Models 2 and 3 may be explained by reduced degrees of 
freedom and observations, so this should be further investigated with the larger 
samples.
Table 6.7 The t-test o f some variables between urban children and construction workers’ children




































a  = 0.05
From model 2 and 3, we could see that some variables such as SActl and TRAVEL 
affected the QOL and the importance of QOL of the urban children but not of the 
construction workers’ children, while the variable MODE4 affected the construction 
workers’ children only. These results might be able to be explained by the fact that
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these two groups of children had different experiences in their lives. As mentioned 
previously, urban children experienced the longer hours of extra study course (SActl), 
and travelling time (see Table 6.7), while construction workers’ children had to travel 
mostly by public transport (see Sub-section 6.3.3.1).
6.4 Summary of findings
The results in the first part of this chapter, on the variables related to children’s QOL, 
and in the second part, on the simultaneous equation models to predict the children’s 
QOL, can be summarised as follows
Referring back to the proposed conceptual framework of this study (Fig 6.1), 
we found that almost all variables in the background factors e.g. father’s income, 
education, and occupation; mother’s income, education and occupation, were related 
to the child’s QOL. But the father’s income is the best predictor of QOL among all the 
other variables in the background factors. In addition, we found that the father’s 
income had a diminishing marginal effect on the child’s QOL, which means that as 
the father’s income increases, the child’s QOL also increases but by a smaller amount. 
This relationship was highly significant among construction workers, who have lower 
incomes than the fathers of urban children, indicating that income has an effect on 
QOL when it is at a low level. This is in accordance with the study of Diener et al. 
(1993), who reports that there is a clear relationship between QOL and income, but it 
was stronger for lower incomes and levelled off at higher incomes. When the father’s 
income reaches the saturation point, its effect on the child’s QOL is minimaL The 
implication of this finding is that, in trying to enhance the QOL of construction 
workers’ children, we should not concentrate only on the father’s income but also on 
other factors, such as their home environment or their mode of transportation to 
school, both of which are more capable of being improved by means of social policy.
Concerning the health factors, the investigation revealed that being healthy or 
otherwise was related to the child’s QOL. Only acute and chronic illnesses, not mild 
illness, had a negative effect on the child’s QOL, but the data from this survey did not 
provide a strong enough magnitude of effect to be statistically significant (see Table 
6 a in Appendix 6 ). This finding may be explained by Pantell and Lewis (1987), as 
mentioned in the literature review section 2.5, who suggested that for children, illness 
was not necessarily interpreted as an adverse event. The effect of a mild illness can be
168
an experience of positive emotional development for a child. While acute and chronic 
diseases can affect a child’s school-life and academic achievement. During the school 
age, the child begins to demand some independence from the family, and spends more 
time with friends. Hence the need for regular treatment and hospital visits disrupts 
school attendance, with some adverse consequences for academic achievements and 
relationship with friends (Eiser, 1993). Apart from short-term effects on the physical 
domain, chronic diseases and the treatment can possibly cause negative effects on 
children’s QOL in the psychological and social relationships domain too (Eiser and 
Havermans. 1994; Eiser and Jenny, 1996).
As for the social/environmental factors, the investigation revealed that almost 
all variables in the proposed conceptual framework were related to the child’s QOL 
but that the most interesting variables which could be improved or changed were types 
of house, types of school, mode of transportation to school, and SActl (the amount of 
time that the child spends on extra study courses). The results from the simultaneous 
equation models show that going to a government school, living in a room provided 
by the construction company and taking public transport, all had negative effects on 
the child’s QOL, while the longer the child spent in taking extra studies each week, 
had a negative effect on the urban children only. These findings on the effects of the 
social/environmental factors on children’s QOL are new in this field and should be 
further investigated, since there is no existing report about this.
Lastly, the importance of QOL (IMPORTANT) was significantly correlated to 
the QOL. This supports the findings of the studies done by Campbell (1976), Ferran & 
- Powers (1985), Naess (1987), and Zhan (1992) as mentioned in the literature review. 
These two variables had reciprocal effects on each other, but their regression 
coefficients showed that the importance of QOL had more impact on QOL than QOL 
on IMPORTANT. Since IMPORTANT and QOL are endogenous variables, we could 
not run the multiple regression analysis to predict the children’s QOL by a single 
equation. Therefore, their relationships need to be investigated by an econometric 
approach called the Two-Stage Least Squares method. The simultaneous equation 
models to estimate the children’s QOL, gained from this procedure are shown in 
Chapter Six, subsections 6.3.3 and Appendix 6 .
All these factors in the estimation model could explain only about 30% of the 
variability in the QOL. All other variables, except IMPORTANT, could predict the
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children’s QOL by only about 11% (see Table 6 a, Model A in the Appendix). This 
low effect of the socio-economic background variables on the QOL is also found in 
other studies, for example, Lee, Kim and Shin (1982), reported in their study in South 
Korea that family income and educational attainment could explain only about 7% of 
the variance in overall QOL. Mastekaasa and Mourn (1984) found the effect of 
background variables (e.g. education, income, age, sex, number of friends, 
occupationally active and marital status) on the satisfaction and happiness of 
Norwegians in 1971-1982 was about 4-15%.
Although the predicting power of the simultaneous equation models, 
developed by this study, is only 30%, the models are useful because most variables 
involved are relevant to conditions or situations that can be improved by means of 
social policy. From Chapter Five, it was found that the crucial, problematic area of 
lives of construction workers’ children was in the domain of environment, which 
covers eight facets of life i.e. physical safety and security, home environment, 
financial resources, health and social care (availability and quality), opportunities for 
acquiring new information and skills, participation in and opportunities for 
recreation/leisure activities, physical environment, and transport. The results from this 
chapter, then, provide more explanation that financial resource, mode of 
transportation, type of house and school are factors associated with these problems. 
These empirical findings help us to narrow down the problems and to select the social 
policy which we should investigate, since we know that these problematic areas are 
largely involved with tho social security system and the occupational welfare which 
the construction companies can provide for their workers. In the next chapter,-we will 
study further on social and health policy, in terms of laws or regulations which 




Social Policies Involved with the QOL 
of Construction Workers’ Children
7.1 Introduction
This chapter lakes us to the last step of the study, which is to analyse the social 
policies relevant to the problematic areas of the QOL of construction workers’ 
children. It is anticipated that, by means of policy analysis, we can find ways or 
recommendations to promote their QOL. This introduction section explains why 
policy analysis is selected as the method of study and how the policies on social 
welfare and occupational welfare were selected as being relevant to the problematic 
areas of the QOL of construction workers’ children. It also provides a general view on 
the welfare system in Thailand.
The empirical findings in Chapters Five and Six enabled us to identify the 
problematic areas of the lives of construction workers’ children and to identify the 
social policies relevant to those areas. In Chapter Five, it was found that construction 
workers’ children have the poorest QOL in the Environmental domain, which 
comprises physical safety and security; home environment; financial resources; health 
and social care - availability and quality; opportunities for acquiring new information 
and skill; participation in and opportunities for recreation/leisure activities; physical 
environment and transport. These aspects relate mostly to the lack of ‘welfare’, which 
means-'a state or condition of social well-being’ (Midgley, 1997), or are associated 
with ‘social illfare’, as called by Titmuss (1974). The results from Chapter Six 
provided more explanation for the proposition that financial resources, mode of 
transportation, type of house and school are factors associated with children’s QOL. 
We know that the houses in which they are living, their transportation to school and 
day-care centres are involved with the occupational welfare which the construction 
companies can provide for their workers. These empirical findings help us to select 
the policies that we should investigate i.e. welfare policies and occupational welfare.
The study of social policy focuses on the way in which social welfare is 
organised to meet the needs of individuals and groups, for health care, shelter, food, 
clothing and so on (Alcock, Erskine and May, 1998). Therefore, to understand how
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their QOL is deficient in these aspects, and to see whether there is some room for 
improvement, we need to adopt policy analysis as our method of study. In the same 
book (Alcock et al., 1998), Erskine suggests that there are a number of starting points 
to the study of social policy i.e. social issues or an issue-based approach, a social 
problems approach, social groups or a needs-based approach, and social services or a 
social administration approach. In this study we will adopt the last category, the most 
common and traditional one, which concentrates on the five major social services i.e. 
education, health care, housing, personal social services and social security. This 
approach is concerned with how these services are organised and administered, how 
they perform and whom they benefit. This study will focus on whether these major 
social services meet the needs of the construction workers’ children, by analysing how 
the relevant policies or legislation affected their well-being. However, before 
proceeding further, it is necessary to provide the reader with the general features of the 
welfare system in Thailand.
According to the definition given by Briggs (1961), Thailand is not a welfare 
state (see Glossary). The country does not provide the benefits of social services to its 
citizens in accordance with a set of principles, “from cradle to grave” (Spicker, 1988). 
In Welfare States, the government offers a guarantee of collective social care to its 
citizens. The British government, for example, after the Second World War 
introduced comprehensive state provision to combat “Five Giant Social Evils” i.e. 
ignorance, disease, idleness, squalor and want (Alcock et al., 1998). The social 
services were "provided in forms-of_(l) free education up to nge 15, to combat 
ignorance; (2) a national health service free at the point of use, to combat disease; (3) 
state commitment to secure full employment, to combat idleness; (4) public housing 
for all citizens to rent to combat squalor and (5) national insurance benefits for all in 
need, to combat want. Social services in welfare states are normally provided in these 
main areas:- health care, social security, housing, education, and social work (Spicker, 
1988).
Although the Thai government does not offer such guarantees, it does try, by 
several means, to ensure that all Thais can have, at least, the basic minimum needs. 
The social services provision is offered in the form of a mixed economy of welfare 
(Judge & Knapp, 1985) or in another term ‘welfare pluralism’ (Johnson, 1987). In 
welfare pluralism, social and health care is provided by several sectors i.e. the
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statutory, the voluntary, the commercial and the informal sectors (Johnson, 1987). In 
Thailand, the production of social services, such as education and health care, is 
mainly the responsibility of the state while the commercial sector, informal sector and 
voluntary sector also play important roles. This is common among other countries, but 
what is different is that, in Thailand, individuals have to purchase the services. The 
statutory organisations can compete with the other sectors in the market with their 
comparative advantage on low prices and well-qualified staff, while the private sector 
can provide the services with more choices, more luxury and a shorter waiting time.
The state is responsible for the poor and some other groups, who cannot help 
themselves, in the form of social assistance which will be discussed later, while the 
rest are self-reliant or dependent on the informal sector i.e. family, friends and 
neighbours. Apart from financing and providing welfare for the people in need, the 
state also assumes other roles in regulating, mandating, stimulating, and supporting 
alternative channels of social service provision for the whole society. The following 
sections will discuss further how the Thai government, with the cooperation of the 
other sectors, has tried to respond to its people’s needs.
According to Titmuss (1976), welfare services can be classified into three 
main groups: social, fiscal, and occupational. ‘Social’ welfare or statutory welfare 
covers the area ordinarily considered to be within the scope of ‘social services’ - 
mainly the direct provision of services by the state. ‘Fiscal’ welfare is the process 
through which people benefit from tax relieves. ‘Occupational’ welfare concerns 
benefits given by reason of ̂ person’s occupation or employment-As for the children 
of construction workers, their QOL relies mainly upon the first arid last categories, i.e. 
social welfare and occupational welfare.
The rest of the chapter then proceeds in two main parts. Section 7.2 deals with 
social welfare and social security benefits. The analysis of relevant policies will 
portray the health and social security services available for people in Thailand and 
from that we can point out the big gap between those available for construction 
workers’ children and those for other groups. Section 7.3 then discusses occupational 
welfare and its effect on the quality of life of construction workers’ children. That will 
involve areas such as education, housing and transportation.
In this way, the reader will be presented with the main areas of the social 
policies involved with the above mentioned problematic areas of the QOL of
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construction workers’ children i.e. health care, education, housing, social security and 
transportation. The conclusions (Section 7.4) will prepare the reader for the final 
chapter of this thesis.
7.2 Social welfare and the Social security system in Thailand
This section begins with a brief description of social welfare and the social security 
benefits or services available for people in Thailand. The relevant social and health 
policies that need to be analysed in this section are the Social Security Act 1990 
(Royal Thai Government Gazette, 1990), the Medical Welfare Scheme for the 
Indigent, the Civil Service Medical Benefit Scheme for government officials, and the 
Health Card programme. The analysis will focus on whether, and to what extent, these 
services contributed to the QOL of construction workers’ children, especially in the 
aspect of health.
To ensure that all its citizens, especially the poor, have a minimum standard of 
quality of life, the government provides social services through the residual model of 
welfare (Spicker, 1993). Welfare is seen as a safety net for those people who have 
failed to meet their needs from their own or their family’s resources. These selective 
social services, provided for people in need, are mainly the responsibility of the 
Department of Public Welfare (DPW), the Ministry of Labour and Welfare, via the 
means testing process. The majority beneficiaries are children, the elderly, the 
destitute, the disabled, disaster victims, poor and landless people, hilltribe people and 
poverty-stricken families (Department of Public Welfare, 1999). During the Tast-five--- 
years, this accounted for 1-1.5% of the annual government budget (Budget Bureau, 
1999).
The social security system in Thailand has not yet been fully developed, in 
terms of coverage and benefits provided. The concept of social security does not 
aspire to ‘income maintenance’ as in Britain but more to the combination of social 
insurance and social assistance as in the United States (Hill, 1996). In terms of social 
security, we can divide people in Thailand into three main groups. The first comprises 
people with low income, the elderly, children under 1 2  years of age and disabled 
people, (groups 1 to 4 in Table 7.1), who are eligible for social assistance in the form 
of free health care. This group accounts for about 45.83% of the population. The 
second group (about 16.5%) includes government officials, employees of state
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enterprises and private employees, (groups 5 and 6  in Table 7.1), who have some kind 
of social insurance, which will be discussed later in detail. The third group, 
accounting for about 37.63% of the population, which is not eligible for any form of 
welfare or social security, has to rely on private health insurance, self-reliance and 
welfare from the informal sector, like families and friends (see group 7 in Table 7.1).
The welfare or social security scheme available for each group of people in 
Thailand is summarised in Table 7.1. Details of each scheme are given in order. It is 
important to provide the reader with details of the services available, the conditions 
required and the financing of each scheme, together with the discussion, because this 
will illustrate the existing service provision. From that we will be able to see how big 
the gaps are, in terms of social security benefits or services available, between the 
different groups in the country. Sub-section 7.2.1, will then focus on the position of 
construction worker’s children and how large are the gaps between them and the other 
groups in society.
The Thai government, in an attempt to protect the poor from having no access 
to health care due to financial inability, has implemented since 1975/76, a medical 
welfare scheme for the indigent (Office of Health Insurance, 1997a). The means- 
tested criteria were having income of less than 2,000 baht per month ( about £36) for 
single persons or being a member of a family with an income of less than 2,800 baht 
per month (about £46). Those who seek free medical services have to be registered 
and be in receipt of a health insurance card, issued by the hospital or health service 
centre in the nrea-where he/she lives. The card holder can then seek health care from 
1-2 pre-selected government health care facilities nearby (Office of Health Insurance, 
1997b).
Table 7.1 Social security benefits or services available for each group of people in Thailand
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Later, in 1992/93 the scheme was expanded to cover other groups in society 
i.e. children under 1 2  years of age, school children, the elderly, the disabled, veterans 
and their families, Buddhist monks and leaders of other religions. The free health 
care programmes for the elderly, disabled people, children under 1 2  years of age 
are non-contributory benefits for people who deserve best care by society (Spicker, 
1993). While the free medical care scheme for special groups, i.e. veterans and their 
families, Buddhist monks and other religious leaders, community leaders and their 
families, and Community Health Volunteers, is a benefit given as a recognition of 
their services to the country.
People in groups 1 to 4 (Table 7.1) can seek health care from the government 
health facilities only. These health insurance programmes are financed by the 
government budget and are the responsibility of the Ministry of Public Health, as the 
budget negotiator, budget allocator and service provider. Persons who are eligible for 
the free health care programmes in groups 2, 3 and 4 can be registered for the health 
card and have the right to seek health care in the same way as people with low 
income.
The next group, government officials, are, in terms of social security, the most 
protected group in society, a fact which is common in other countries in the modem 
world (Hill 1996: 83). Apart from the health care which is secured by the Civil 
Service Medical Benefit Scheme, their old-age security is provided by the pension 
scheme. Moreover, since there is no layoff in government employment, except due to 
an employee’s own misconduct, unemployment is unlikely. Medical care and other 
benefits provided for government employees are also extended to their dependants i.e. 
parents, spouse and, at most, three children under 20 years of age. Since 1997, the 
government has been replacing the pension scheme with the Central Provident Fund, 
to which both employees and government have to contribute. The employees of the 
state enterprises are also provided with medical care benefits similar to those provided 
for government employees but they have Provident Fund provision instead of the 
pension scheme.
As for private employees (group 6  in Table 7.1), their social insurance is 
associated with occupational welfare, comprising two main schemes; Social Security 
and the Workmen’s Compensation Schemes. The Social Security Scheme (SSS), 
effected under the Social Security Act in 1990, provides four branches of benefits i.e.
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( 1 ) non-work related sickness benefit, (2 ) maternity benefit for female workers and 
spouses, (3) invalidity and (4) funeral grant. The scheme is financed by tripartite 
contribution: employer, employee and government, each contributing 1.5 percent of 
the worker’s wages. (This has been reduced to one percent since 1998). Hence, it is a 
kind of earnings-related insurance benefit (Spicker, 1993).
For any non-work related sickness or injuries, insured persons must seek 
health care from the registered hospitals, which can be either government owned or 
private. The Social Security Office (SSO), which operates the fund, will reimburse 
registered hospitals on a capitation basis of 700 baht per worker per year. In an 
emergency, insured workers can seek health care elsewhere, but they will have to pay 
the hospitals directly, at first. Then they can claim from the SSO later, according to 
the rates set by the Office. In addition to paying medical expenses, the SSO also 
provides a cash benefit of 50 percent of wages for insured workers during sick leave. 
Maternity benefit is paid to insured workers or their spouses for the first and second 
confinement at the rate of 4,000 baht (about £6 6 ) per confinement. During the 90 days 
of maternity leave, workers also receive a cash benefit of 50 percent of wages from 
the Social Security Fund. For invalidity. an inability to work due to ill health for a 
long time, a cash benefit of 50 percent of the wage rate will be paid to insured workers 
for life, plus not more than 2,000 baht per month for medical expenses. Lastly, in all 
cases, a funeral srant of 30,000 baht (about £500) is paid to dependants. Furthermore, 
in cases where the insured person has contributed to the fund for more than three 
yearsr a cash benefit of one and a half month’s wages will be paid to dependants, 
which benefit will be increased to five months of wages if he/she has contributed for 
more than ten years (Social Security Office, 1998a). Since the scheme was launched, 
the number of insured workers has increased from 2.93 million in the year 1991 to 
4.62 million, 5.18 million and 6.08 million in the years 1993, 1995 and 1997 
respectively (Social Security Office, 1997a).
Workmen’s Compensation Scheme (WCS) was established in 1973 to provide 
protection to employees in private establishments with more than 20 employees. It 
was extended to cover employees in smaller establishments with more than 1 0  
employees in 1993. Therefore, both SSS and WCS cover the same group of workers 
but, in reality, the registered number of workers under the coverage of WCS is lower 
than that of SSS, due to the absence of the penalty of imprisonment for the evasion of
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the Workmen Compensation Act, unlike the Social Security Act (Phananiramai and 
Tonguthai, 1994). In addition, under the WCS, only employers are required to 
contribute to the fund, at a rate ranging from 0 .2 -2 . 0  percent of payroll (reduced since 
1997 to 0.2-1.0 percent), depending on the risk level in each industry (Social Security 
Office, 1998b). After the first four years, the rate of contribution will be increased or 
decreased depending upon the accident records of each industry. The rate used from 
the fifth year onwards is called the “experienced rate”, which is designed to motivate 
employers to be more proactive in reducing work-related injuries and initiating 
preventive measures in their workplaces (Social Security Office, 1997b).
It should be noted that, according to the benefits presently provided by the 
Social Insurance scheme, the children of those insured workers are still not covered. 
The law (Section 74-77) specifically requires that both old age pensions and children’s 
benefits must have been implemented by 1996 (Section 104, Social Security Act, 
1990). When children’s benefits are eventually implemented, they will be available to 
insured persons who have contributed to the Fund for at least one year. The 
allowances will be limited to a maximum of two children. Children’s allowances will 
include the general expenses of rearing children, tuition fees and health care 
expenditure. Unfortunately, questions have been raised about the readiness of 
Thailand to extend its social security system to cover all traditional branches of 
benefits (Phananiramai and Tonguthai, 1994). There were recommendations from the 
IMF that the existing administrative infrastructure such as expert staffing, computer 
facilities, information systems etc. was altogether inadequate for the expansion of the 
social security system, and that the issue ofTinancial sustainability should have been 
considered more carefully. In view of this unreadiness, the Social Security Office 
postponed the implementation of old age benefits and children’s allowances until the 
year 1998.
The last group (group 7 in Table 7.1), the rest of the population who have to 
rely on themselves, can have voluntary health insurance by private provision and the 
Health card programme. Private life insurance is a voluntary programme mainly 
preferred amongst urban residents. Health insurance can be bought as a supplement to 
basic life insurance policies or directly from non-life insurance companies. The 
medical benefits provided and the premium rates vary from one company to another. 
Life insurance is under the control of the Department of Insurance, Ministry of
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Commerce. Currently, there are 13 life insurance companies in Thailand; 12 of them 
being Thai companies and one a branch of a foreign company (Department of 
Insurance, 1999). According to a study by Mallikamas (1992), the estimated number 
of people who had private health insurance in 1991 was between 0.7-0.85 millions, 
accounting for approximately 1.1-1.4 % of the total population.
The Health Card Programme is the voluntary health insurance programme 
run by the Office of Health Insurance, Ministry of Public Health (MOPH). It was first 
introduced to Thai people in rural areas by the MOPH in 1984. Initially, the objectives 
of the programme were to promote community participation in improving health by 
setting the Health Card Fund in the community, and to establish a good referral 
system in order to prevent patients with minor illnesses coming to seek health care in 
the big city hospitals. The objectives and administration of the programme have 
gradually changed, according to successive health policies, in order to sustain the 
programme. Presently, the Health Card Programme is an alternative to voluntary 
health insurance for families in both rural and urban areas. The latest price of a family 
card, which can cover up to five family members, is 500 baht (about £7.8), and the 
Office of Health Insurance will subsidise another 500 baht per card directly to the 
contracted hospitals with which the family has registered. Therefore, the cost of this 
programme is shared equally by the insured person and the government. Since this 
insurance concept is rather new to Thai people, who are only used to paying for direct 
service, the people who buy the card tend to be those prone to be sick. In addition, 
only-persons who belong to the middle or higher income groupings in rural areas and 
who are normally able to pay for the service anyway, can afford to buy^the card.- 
Hence the real poor, who have no kind of insurance, still remain out of reach of the 
benefit. This programme is not popular amongst urban people either. According to the 
statistics for the year 1996, out of 1.25 million cards sold all over the country, only 
3,965 cards were sold in Bangkok (Office of Health Insurance, 1997a).
From this section, it can be concluded that, among all the branches of social 
security benefits, medical care or health insurance is the only service that covers most 
of the population. The other branches of social security, such as unemployment 
benefit, child benefit and old-age benefit, are still far from developed. However, the 
various health insurance programmes cover about 44.37 million people, which is 
equal to 74.21% of the population (in the year 1996 = 59.79 million). The rest of the
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population, about 25.79%, have no kind of health insurance and have to rely either on 
self or family support. Among them are self-employed workers, workers in small 
establishments with less than 10 workers, and their respective families.
It can be seen that the functions of State, in health care provision, include 
financing, provision of services and/or regulating and stimulating the alternative 
channels of social service provision. The State mandates the private sector, for 
example, by setting the contribution rate for employers. It also stimulates the private 
sector to participate in health care insurance and offers the reduced rate of 
contribution to employers who are successful in reducing work-related injuries, or 
implementing preventive measures in their workplaces.
7.2.1 How are the health needs of construction workers’ children met?
In this sub-section, we further discuss our target population, the children of 
construction workers. It can be seen from Table 7.1 that they have access to health 
care through categories 2, 6 and 7. They are not eligible for the free medical care 
scheme for the indigent because their parents’ incomes are above the criteria (in 
Chapter 5, the survey shows that their fathers’ income was 5,001-10,000 baht/month). 
Their parents are also unlikely to buy private health insurance.
The Social Security Scheme, in category 6, applies to the children of insured 
workers in establishments with more than 10 workers. At the time of writing this 
thesis, the Social Security Office has started the implementation of old age pensions 
and children’s benefits, as from the 31st of December 1998 (Social Security Office, 
1999). Therefore, at present, the children of those insured workers are covered by the 
Social Insurance scheme. Workers, employers and the government each have to 
contribute to the fund an amount equivalent to one percent of the worker’s wages. 
Child benefits will be available to insured workers who have contributed to the fund 
for at least one year. At this stage, the benefit will be limited to a maximum of two 
children under age six, at the flat rate of 150 baht/child/month (about £2.5). Payment 
of this benefit is not due to begin until January 2000. However, the rate of allowance 
is considered low compared to the present minimum wage rate in Bangkok, which is 
145 baht per day. It is hoped that, in the future, the benefit will be increased or 
expanded to include other expenses for child rearing, such as tuition fees or health 
care expenditure.
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The health insurance programme for children under 12 years of age in category 
2, seems to fit well with the needs of construction workers’ children but, in practice, 
there are problems with the quality of the services and its acceptance by this group of 
clients. According to the quoted support from the government budget for each person 
(see Table 7.1, last column), this programme has the lowest subsidy of all categories. 
This amount of support is far from sufficient to cover the actual cost of the services, 
which causes a financial burden on the government hospitals and may force them to 
restrict the services given to this group of clients. Consequently, these clients tend to 
get a low quality of service (Srithamrongsawat, 1998). In addition, other restrictive 
conditions, such as the places and the times to seek health care, are also factors which 
reduce accessibility to the services. In the case of construction workers, who do not 
have a house certificate (see glossary) to prove that they are living in that area 
(possibly because they are unlikely to transfer their address from the province, due to 
the itinerant nature of their job) they will not be able to register their children on this 
programme (Office of Health Insurance, 1997b).
The Health Card Programme (category 7), in my view, is a good option for 
construction workers because it provides benefit for up to five family members. It 
might not be necessary for workers in big establishments, who are protected by the 
Social Insurance Scheme and who will now be provided with children benefits. This 
programme is suitable for construction workers who are working for small companies 
with less than 10 workers, or self-employed workers who are subcontractors, such as 
painters, carpenters, glaziers and plumbers^ Another good feature of this programme is 
that it allows persons in insured families, who have to migrate to other localities due - 
to their occupational or educational needs, to transfer their rights by holding 
individual cards, and to seek health care from new contracted hospitals (Office of 
Health Insurance, 1997a). Therefore, it is suitable to the nature of the work of 
construction workers.
From this sub-section, we conclude that the health needs of construction 
workers’ children could be partly met by the health care programme for children under 
12, but the quality of care and its accessibility are still questionable. It can be seen that 
the QOL of construction workers’ children, in terms of access to health care and social 
security, is very poor compared to other groups of the population. In particular, 
children whose parents are construction workers in small establishments (with less
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than 10 workers) are the most vulnerable group. They are ineligible for the social 
security scheme for private employees and have to rely on private health care, self 
provision and welfare from the informal sector, like families and friends. The policy 
analysis suggests that the Health Card Programme is seen as appropriate and should 
be promoted as an alternative for them and their families.
The next section will look into other problematic areas of the QOL of 
construction workers, children, such as education, housing and transportation, which 
are largely influenced by the occupational welfare given by the construction 
companies to their workers.
7.3 Occupational welfare and the QOL of construction workers’ children
This section moves on to discuss occupational welfare and its effect on the quality of 
life of construction workers’ children. The main legislation to be analysed in this part 
are the Labour Protection Laws 1972 and 1998. It is necessary to provide the reader 
with the background of previous and present Labour Protection Laws in Thailand. 
Then the discussion will address how the fringe benefits affect the QOL of 
construction workers and their families. It will reveal how the state and other agencies 
have tried to respond to the needs of the children, by using the pre-school education 
service as an example.
Occupational welfare means benefits given by reason of a person’s occupation 
or employment. They include pensions for employees, wives and dependants; child 
allowances; death benefits; health and welfare services; personal expenses for travel, 
entertainment, dress and equipment; meal vouchers; motor cars and season tickets; 
residential accommodation; holiday expenses; children’s school fees; sickness 
benefits; medical expenses; education and training grants; subsidised meals; 
unemployment benefit; payment of medical bills and an incalculable variety of 
benefits in kind ranging from ‘obvious forms of realisable goods to the most 
intangible forms of amenity’ (Titmuss 1976, 50-51).
A variety of terms have arisen to describe the non-wage benefits associated 
with work. Apart from the term occupational welfare, so called by Titmuss, other 
terms are occupational-related welfare benefits, fringe benefits, non-wage benefits and 
work-related welfare (Mann, 1989). In Thailand some kinds of occupational welfare, 
such as old age pensions and children’s allowances, have been prescribed in the Social
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Security Act, as mentioned in the previous section. In addition, some other kinds of 
occupational welfare benefits are mentioned in the Labour Protection Law. The 
previous Labour Protection Law B.E 2515 (A.D.1972) and the new Labour Protection 
Act B.E. (A.D.1998) will be briefly summarised in the following parts.
7.3.1 The Labour Protection Law (A.D.1972)
The Labour Protection Law was promulgated in 1972 (B.E. 2515) and was commonly 
referred to as the Revolutionary Council Decree No. 103 (Royal Government Gazette, 
1972). Under this legislation, the Ministry of Interior (now the Ministry of Labour and 
Social Welfare) is empowered to issue regulations governing labour standards and 
related matters for labour protection. Minimum standards relating to working hours, 
rest periods, holidays, wages and benefits, and restrictions on the employment of 
women and children have been established, pursuant to the Labour Protection Law, by 
series of regulations or notifications issued by the Ministry. By 1989, fifteen such 
ministerial regulations had been promulgated. Some of the important issues specified 
in these ministerial regulations (Chandravithun & Vause, 1993; Phananiramai & 
Tonguthai. 1994) are summarised in Appendix 7.
No part of this Labour Protection Law directly affected the QOL of 
construction workers’ children (except those who were child workers, which is 
beyond the scope of this study). That part concerning welfare benefits (see Appendix 
7) only affected the health and sanitation of workers. Only recently has the new 
-Labour Protection Law been-enforced and there are some parts of it which benefit the 
families of employees too. -- — - -
7.3.2 The Labour Protection Act (A.D. 1998)
On February 12th, 1998 the new Labour Protection Act B.E. 2541 was enacted by the 
Royal command of His Majesty The King, by and with the advice and consent of the 
Parliament (Royal Thai Government Gazette, 1998). The reason for the 
implementation of this Act is that some parts and provisions of the Revolutionary 
Council Decree No. 103 (The Labour Protection Law 1972), which had been used for 
a long time, were inappropriate to current situations. In addition, the status of 
ministerial regulations or notifications issued under the said decree were regarded as 
secondaiy level laws, so there were some problems in the matter of acceptance.
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The important amended issues in the new Labour Protection Act can be 
summarised as follows:-
(1) the authorisation of the Minister to issue ministerial regulations to protect 
some special groups of labour i.e. women and children workers,
(2) protecting employees in respect of appropriate work time, especially for 
workers employed in jobs potentially hazardous to health and safety. Their working 
hours are not to exceed 7 hours/day or 42 hours/week
(3) prohibiting employers from terminating the employment of female 
employees on the grounds of pregnancy,
(4) the prohibition of employers, supervisors, controllers, or inspectors to 
commit sexual harassment against female or child employees,
(5) increasing the minimum legal age for employment from 13 to 15 years, 
except children under 15 who have been employed under the previous law,
(6) granting child employees under the age of 18 the right to take leave to 
further their education or training, with pay throughout the period of leave but not to 
exceed 30 days per annum,
(7) prohibiting employers from demanding or receiving from an employee 
guarantee money for work or for damage to work, except for the type or nature of 
works in which the employee is responsible for the money or properties of the 
employer,
(8) issuing instructions to employers to pay their employees the severance pay 
on termination of employment even when the employer is unable to continue in 
business, -
(9) the establishment of the Employee Welfare Fund, which aims to be a 
supporting fund for employees in case of termination of employment or death. In 
cases of death, the beneficiaries could either be the stipulated persons or, when none is 
stated, the next-of-kin.
These summarised, amended issues show that Thai employees will obviously 
benefit more under the new law. In addition, their families may also gain benefits 
from some parts of it, for example from the Employee Welfare Fund. Since our main 
interest here is the issue of occupational welfare, that part of the new Law relating to 
welfare is worthy of special consideration. Chapter 7, Sections 92-93 of the Labour 
Protection Law, stipulates that there shall be a Labour Welfare Committee, which
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shall have powers and duties to advise the Ministry on issuing ministerial regulations 
concerning the arrangement of welfare in general, or for each type of business. 
Furthermore, in Sections 96 and 97, it states that any establishment with 50 employees 
and upwards shall have a Welfare Committee, consisting of not less than five 
representatives from the employees. This committee shall have powers and duties to 
consult with, and give advice to the employer regarding the arrangement of welfare for 
employees, including the inspection, control and supervision of welfare provision. 
Right now, the ministerial regulations on welfare provisions are being developed and 
will designate employers to arrange those benefits for employees, when they are 
announced.
This is seen as different from the previous law, which stipulated only the 
provision of welfare concerning the health and sanitation of workers (see Appendix 
7), which is too limited and specific. Under the provision of the new law, apart from 
gaining the general welfare benefits, stipulated in the ministerial regulations, workers 
can also make their voices heard through their representatives in the Welfare 
Committee. It will enable employers to arrange suitable welfare for their employees 
especially in some types of business such as construction, where the workers may 
need special welfare benefits, apart from the general welfare benefits that any other 
worker can enjoy. Hence, it provides opportunities for occupational welfare to play an 
important role in promoting the QOL of workers and their families.
It should be borne in mind that the simultaneous equation model to predict the 
children’s QOL, in chapter six of this thesis, demonstrates that, apart from their own 
attitude towards the importance of QOL to them, the other factors that-affect their 
QOL are the type of house or the place in which they are living, the type of school in 
which they are studying and the mode of transportation they take to school. In the case 
of construction workers’ children, the condition of their lodgings, the day care centres 
they attend and even the company bus that takes them to school are all provided by the 
construction company as fringe benefits for its workers.
Since it was not a statutory obligation under the previous law, the provision of 
fringe benefits for workers then varied from one company to another. The information 
gathered from the survey in Chapter Five revealed that, generally, big construction 
companies provided better lodgings for their workers, than small ones. Of all the 40
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establishments which participated in this study, only three had day care centres and 
only five provided a van to take children to school.
The Labour Welfare Division under the Department of Welfare and Labour 
Protection, Ministry of Labour and Social Welfare is the responsible institution to 
promote the provision of welfare for workers and their families, apart from the 
prescribed law. Its main activities involve the setting up of the saving co-operative 
and day care centre in the place of business; provision of lodging and recreation areas 
for workers; and promoting a healthy environment and sanitation for a better quality 
of life in the living places of workers (Labour Welfare Division, 1996).
There are some other government agencies and NGOs which participate in 
these activities, such as the Department of Social Welfare under the Bangkok 
Metropolitan Administration, which is responsible for establishments in the Bangkok 
area, and the Department of Public Welfare, Ministry of Labour and Social Welfare in 
areas outside of Bangkok. In the following part, the provision of pre-school education 
for construction workers’ children will be used as an example of how those 
institutions have been involved.
7.3.3 Pre-school education for construction workers* children
As summarised in Table 7.2, there are several government agencies which provide 
pre-school education, for example: schools under the Bangkok Metropolitan 
Administration (BMA); Demonstration schools attached to universities; Child 
Development Centres run by the Department of Religious -Affairs, -Office of the 
Rajabhat Institutes Council, Department of General Education, Office of the National 
Primary Education Commission and other institutions under the Ministry of 
Education.
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Table 7:2 Schools and organisations w hich are providing pre-school education for 





tuition fee & 
educational 
facilities and 
activities fees  
(baht/semester)
m ilk & lunch
Government
kindergarten
- Bangkok  
M etropolitan  
Administration  
(B M A )
350
(£5 .50)
- lunch 100 baht/month
- m ilk 4 baht/day




- lunch 1,376  
baht/sem ester
- m ilk & sw eets 
344 baht/semester
- Demonstration  





Private school - O ffice o f  the 
Private Education 
C om m ission
4 ,390-18 ,000
(£68 .50-281)
- lunch 3 ,500-3 ,700  
baht/sem ester 




- Department o f  
Social W elfare, 
BM A
-N G O
- Construction  
com panies
0 - lunch & m ilk 10 
baht/day
Private schools are under the control o f  the O ffice o f  the Private Education  
C om m ission , Ministry o f  Education. Tuition fees in governm ent and private schools  
for kindergarten level are specified by the M inistry o f  F inance’s regulations at the rate 
o f  2 ,150  and 7 ,350  baht/year respectively (M inistry o f  Education: 1999). In practice, 
sch ools may require higher fees by charging for educational facilities and activities 
(see Table 7.2). In addition, there are som e other expenses, such as for m ilk and lunch  
w hich vary from one school to another. The high tuition fee is not a guarantee o f  the 
quality o f  the education provided. Som e schools em phasize the mental and social 
developm ent o f  children w hile others attach more importance to academ ic preparation 
o f  the children for entry to primary school. Parents can observe the standard parity
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among schools and choose one according to their expectation and socio-economical 
status.
Day care centres for construction workers’ children were initiated by an NGO, 
called the "Foundation for the better life of children” (Tangkananurak, 1996). Thus 
far, the scope of their activities has been expanded to cover other vulnerable children 
such as street children and abandoned children. Currently, instead of running day care 
centres, they provide residences for these children, including construction workers’ 
children who cannot stay with their parents during the weekdays.
Apart from the NGO, there are two government agencies which are also 
responsible for construction workers’ children. One is the Labour Welfare Division 
under the Department of Welfare and Labour Protection, Ministry of Labour and 
Social Welfare, which works on the promotion of welfare provisions by employers 
throughout the country, as mentioned earlier. Another organisation is the Social 
Division under the Department of Social Welfare, BMA (see Table 7.2). The Social 
Division has direct responsibility for seeking co-operation from construction 
companies in Bangkok to set up day care centres at the construction sites. Since its 
first operation in 1991, 18 day care centres have been set up and seven of them are 
still open, while the rest were closed due to the end of the construction projects 
(Social Division, 1997). For the areas out of Bangkok, the Department of Public 
Welfare, Ministry of Labour and Social Welfare will take the same responsibility.
The services provided by the Social Division and the Department of Public 
Welfare are similar. Normally, the construction company will provide the building, - 
classroom, kitchen, the lodgings for the teacher and teacher assistants and other 
facilities such as water and electric supplies. The company is also responsible for the 
salary of the teacher assistants and cook, where appropriate. The Social Division 
provides the curriculum, a qualified teacher and the teaching/learning materials. The 
day care centres do not charge tuition fees but parents may be asked to pay for milk 
and lunch, about 10 baht/day. Each centre can take up to about 20-50 children. At 
present, the service is still far from sufficient. No report or study is available on the 
quality of the service provided but some workers who participated in my focus group 
interviews and survey expressed their satisfaction with the service because it enabled 
them to keep their children with them while both they and their spouses were able to 
work during the day.
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7.4 Conclusions
It can be concluded that, at present, some construction workers are protected under the 
Social Security Scheme but the services provided do not yet cover their family. By 
January 2000, their children (not more than two) under six years of age will gain the 
benefit of children’s allowance but that does not cover tuition fees or health care 
expenditure. Therefore, construction workers’ children, whose parents cannot afford 
to pay the fees for health service, still depend on social assistance through the free 
health insurance programme for children under 12 years of age, regardless of the 
quality. For construction workers in small establishments (less than 10 workers), who 
do not have any health insurance, the Health Card Programme is seen as appropriate 
and should be promoted both for them and their families.
The lives of construction workers’ children are closely connected with the 
working life and working environment of their parents, because the families normally 
live at the construction site. Right now, their quality of life, in terms of the condition 
of their lodgings and environment, recreation areas, day care centre, transportation to 
school and others, is almost entirely dependent on the occupational welfare or fringe 
benefits provided by the construction company. Those welfare provisions still fall 
considerably short of the needs of the workers and their families. Under the new 
Labour Protection Law, opportunities are provided for construction workers to pursue 
their occupational welfare needs for themselves and their families through the Welfare 
Committee.
In the_next chapter the results of all the chapters in this study will be 




Summary, Implications and Recommendations
The summary, implications and recommendations of this thesis can be set out in three 
main points. These are firstly, the main findings from the investigation into the QOL 
of construction workers’ children and recommendations on how to promote their 
QOL, secondly, a summary of the results of an investigation into factors relating to 
children’s QOL and its implications, and thirdly, the lessons drawn and the experience 
gained from the study of children’s QOL, focusing on the QOL measure for children 
and the Importance Questions.
This last chapter presents these issues in five main sections. In the first section, 
the main findings from the study on the QOL of construction workers’ children as 
compared to that of urban children, are discussed, including the findings from the 
social policy analysis in Chapter Seven. The second section deals with the knowledge 
gained from the investigation of factors related to QOL and the implications. The third 
section presents the policy implications and recommendations drawn from the 
findings in the first two sections. The fourth section deals with the lessons drawn and 
experience gained from the study of children's QOL. Then, at the end, 
recommendations for future research are offered.
8.1 The QOL of construction workers* children and the social policies involved 
with the problematic areas of their QOL
8.1.1 Comparing the QOL of construction workers’ children with that of urban 
children
These empirical findings are drawn mainly from the result of the quantitative study 
reported in Chapter Five. It was found that the QOL of construction workers’ children 
is poor compared to that of urban children, in the areas of the Psychological domain, 
Level of Independence domain, Environmental domain and Spirituality domain. The 
construction workers’ children had a higher QOL than urban children in the area of 
Physical domain, which comprises three facets: pain and discomfort, energy and 
fatigue and sleep and rest. When the comparison of domain scores was made within 
their own group, it was found that construction workers’ children had the poorest
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QOL in the domain of Environment and the highest QOL in the domain of Social 
relationships.
An explanation as to why the QOL of construction workers’ children is lower 
than that of urban children in the domain of Level of Independence, especially in the 
facet of dependence on drugs, comes partly from the results of the study by a research 
team at Chulalongkom University (1995) which was mentioned in Chapter One (see 
sub-section 1.1.2). That study reported that among a sample of 800 workers (467 male 
and 333 female), 64% of male workers and 15.9% of female workers drank alcohol, 
either occasionally or everyday, while 72.4% and 10.8% of male and female workers 
respectively smoked cigarettes. They also engaged in other risky behaviours such as 
taking amphetamine (about 3.4% in both sexes). A speculation is formed that the 
drinking and smoking habits of the parents disturbed their children’s QOL.
The differences between the QOL of these two groups of children in the 
Psychological and Spiritual domains are not well documented and need further 
studies. The only available qualitative study of this kind, conducted by the same 
research group (1995: 246) in reporting the social behaviours of construction workers, 
said that they rarely have opportunities for recreation or participating in social 
activities, such as going to the temple, as they would normally do when living in the 
rural areas. It should be noted that, of all the facets in the Psychological domain, the 
QOL of construction workers’ children is lower than urban children in only one: body 
image and appearance (see Table 5.10), while other facets such as positive thinking 
and self-esteem are not significantly, different. This possibly relates to clothing and
ornaments that construction workers might not be able to .provide for their children a s ___
much as the parents of urban children, due to their limited- financial resources, since_____
we found that the facet on financial resources was correlated with body image (r = .35,- - 
p value <.001).  . .
The comparison between the QOL of construction workers’ children and that 
o f urban children showed that the former had a higher QOL than the latter in the facets 
o f pain and discomfort; sleep and rest; and dependence on medicine and treatment.
The report of their being more healthy, physically, than urban children, can partly be 
explained by the large difference in travelling time per day (74 and 42 minutes) and 
the time spent taking extra study courses (1.44 and 0.46 hours/week) for urban 
children and construction workers’ children respectively (see Table 6.7). So it is likely
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that urban children will feel tired and not have much time as they want, to play or rest. 
This assumption is supported by results obtained from the predicting model, that the 
longer the child spends in taking extra study courses, the lower will be his/her quality 
of life (see Section 6.4).
The positive findings that construction workers’ children had a good QOL in 
the Social relationships domain, and that they reported being healthier than urban 
children, should be highlighted. Additionally, their QOL in three facets out of five in 
the Psychology domain, i.e. positive feelings; thinking, learning, memory and 
concentration; self-esteem and negative feelings, were comparable to those of the 
urban children. Although we found that their QOL was poor in some aspects, 
especially in the environmental domain, we should appreciate their strengths and try 
to maintain and promote them.
The main finding, that construction workers’ children had the lowest QOL in 
the Environmental domain, accords with the literature reported in Chapter One (see 
sub-section 1.1.2). Their problems in this area are explicit when the core QOL score 
and the Importance score are compared, because they considered this aspect very 
important but were unable to achieve it. Figure 5.4 shows that there were 
discrepancies between the Importance scores and the QOL score in all eight facets of 
the Environmental domain, i.e. physical safety and security, home environment, 
financial resources, health and social care (availability and quality), opportunities for 
acquiring new information and skills, participation in and opportunities for 
recreation/leisure activities, physical environment, and transport. In an attempt to find 
a way to alleviate their ̂ problems and to promote their QOL, I turned to social policy 
__ analysis, as their problems in the Environmental domain are known to be associated 
with the lack of welfare and social security.
8.1.2 The social policies involved with the problematic areas of their QOL
The policy analysis reveals that construction workers in establishments with 
more than 10 workers are among those who are protected under the Social Security 
Scheme. This scheme offers four kinds of benefits i.e. Non work-related sickness 
benefit, Maternity benefit, Invalidity benefit and Funeral grant. The services offered 
now benefit only the workers themselves, and do not yet cover their families. By 
January 2000, their children under six years (not more than two children) will gain the
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benefit of children’s allowance at the flat rate of 150 baht/child/month (about £2.5), 
but that does not cover tuition fees or health care expenditure.
As for construction workers in small establishments (less than 10 workers), 
they are among those who are ineligible for any form of welfare or social security. 
They have to rely on private health care, self and welfare from the informal sector, 
like families and friends. The policy analysis suggested that the Health Card 
Programme, the voluntary health insurance programme run by the Ministry of Public 
Health, is seen as appropriate and should be promoted as an alternative for them and 
their families (see Chapter Seven, sub-section 7.2.1). For construction workers’ 
children whose parents cannot afford to pay the fees for service have to depend on 
social assistance through the free health insurance programme for children under 12 
years of age, regardless of the quality. So they are the most vulnerable group which 
must be given top priority for help.
The policy analysis then went on to examine occupational welfare by looking 
into the Labour Protection Law (1972) and the new Labour Protection Act (1998). It 
was found that, at present, the QOL of construction workers and their families, in 
terms of the condition of their lodgings and its environment, recreation areas, day care 
centres, transportation to school and others, is almost entirely dependent on the 
occupational welfare or fringe benefits provided by the construction company. Those 
welfare provisions still fall considerably short of the needs of the workers and their 
families, in terms of the coverage and the type of services. The new Labour Protection 
Law is better than the previous one in this matter, because it provides opportunities 
for construction workers to pursue their occupational welfare needs, for themselves 
and their families, through the Welfare Committee_(see Chapter Seven, sub-section -
7.3.2). ' —  -
We can therefore draw the conclusion from this section, that the QOL o f  " 
construction workers’ children was poorest in the Environmental domain, when 
compared to that of urban children, or when compared to the other domains of their 
lives, and even when compared with their own expectations. The policy analysis 
identified that those children whose parents were construction workers in small 
establishments, were the most vulnerable group in terms of the lack of any form of 
occupational welfare and social security.
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8.2 Factors related to children’s QOL and the simultaneous equation models to 
predict children’s QOL
This summary centres on the conceptual framework of this study, which proposed that 
the personal background factors, the general health factors, the social/environmental 
factors and the importance of QOL were related to the children’s QOL. It also 
hypothesised that there was a reciprocal relationship between the child’s perception of 
the importance of QOL and his/her QOL.
The investigation on factors related to children’s QOL in Chapter Six revealed 
that almost all variables in the factors proposed in the framework were related to 
children’s QOL as hypothesised. Among the personal background factors i.e. number 
of adults who take care of the child, number of siblings, parents’ education, 
occupation, education and income, we found that father’s income was the best 
predictor of the child’s QOL. When considered in terms of problem-solving and 
policy implication, this variable is particularly important because it could be 
enhanced, while little change can be done in the short term to the educational and 
occupational background of the parents. However, long term planning should be 
considered to arouse the awareness of children and their parents to the impact of 
education on QOL. We found that the father’s income had a positive marginal effect 
on the QOL of construction workers’ children, with the saturation point at 15,000 
baht/month (£234). This finding tells us that when the father’s income reaches this 
level, a further increase in their income does not enhance the child’s QOL or have a 
further impact on the child’s QOL. In an attempt to enhance the children’s QOL, this 
-  - reminds us to concentrate more on other conditions, such as their home environment
  or the mode-of-transport to school, which are more capable of being altered.
As for the health factors, it was found that only acute and chronic illnesses, 
and_not mild illnesses, had a negative effect on the child’s QOL. The explanation 
given in Chapter Six (section 6.4) based on the literature review (Eiser, 1993; Pantell 
and Lewis, 1987), was that illness was not necessarily viewed as an adverse event by 
the children. The effect of a mild illness can be an experience of positive emotional 
development for a child, and this was confirmed by this study. This should be further 
investigated in future studies.
Concerning the social/environmental factors, the study revealed that almost all 
variables in the proposed conceptual framework were related to the child’s QOL but
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that the particularly significant ones were types of housing, types of school, mode of 
transportation to school and the amount of time that the child spends on extra study 
courses in addition to going to school. We found that going to a government school, 
living in a room provided by the construction company and taking public transport all 
had negative effects on the child’s QOL. While the longer the child spent on extra 
studies each week had a negative effect only on the urban children. The findings on 
the effects of the social/environmental factors on children’s QOL are new in this field 
and should be further investigated since there is no previous evidence of this.
Lastly, it was found that the importance of QOL was significantly correlated 
with the children’s QOL. Their positive partial regression coefficients indicate that 
when the child’s perception of the importance of QOL is increased, his/her QOL will 
be increased too. It is possible that children who perceive that their QOLs are 
important to them are likely to take good care of their physical health and behave well 
towards their parents and friends (see the transcript of a focus group interview with 
children in Appendix 3c). This finding is a good sign for the health care officials, 
because the importance of QOL in some certain aspects can be developed and changed 
as discussed in the following section. By means of home visits, health education or 
health promotion programmes by community nurses and other health personnel, the 
awareness or perception of the importance of QOL of construction workers’ children 
and their families can be enhanced. ___
The simultaneous equation estimation confirmed the conceptual framework 
that the importance of QOL and the children’s QOL have a reciprocal or bi-directional 
effect on each other. Their regression coefficients showed that the child’s-perception 
of the importance of his/her QOL had a greater-impact on the child’s-QOL than the 
reverse effect of QOL on the importance. This finding has an implication which is 
discussed in the following section. This method of analysis and_resultant finding are 
new in the field of QOL as there is no study which has looked at this two-way 
relationship before. Most of the previous studies have investigated the relationship 
between QOL and explanatory variables by simple correlation or multiple regression 
analysis which can explore, or have to assume that there is, only uni-directional 
relationship between those variables (Mastekaasa and Mourn, 1984; Mozes, Maor and 
Shmueli, 1999; Offer, 1996; and Okun et al., 1984). This might cause some 
limitations in studies on psychological variables or social phenomena because it is
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well acknowledged that in real situations there are reciprocal or bi-directional 
relationships between some variables, which cannot be explained by multiple 
regression analysis or even path analysis (Howitt and Cramer, 1997: 311, 317). The 
simultaneous equation estimation and the econometric approach called Two-Stage 
Least Squares method can overcome this limitation and are therefore recommended to 
be used in future studies of this kind.
Although the predicting power of the simultaneous equation models, 
developed by this study is less than 30%, the models were very useful because these 
selected variables were relevant to the conditions or situations that could be improved 
by means of social policy. So these empirical findings helped us to prioritise the 
problems and to select the social policy that we should investigate in order to find 
ways or recommendations to promote the QOL of construction workers’ children, as 
discussed in the following section.
8.3 Policy implications and recommendations to promote the QOL of 
construction workers’ children
From the summary results shown in previous sections, we can derive some policy 
implications and recommendations to promote the QOL of construction workers’ 
children as follows:-
a) To promote the QOL of construction workers’ children in the area of health care 
availability and quality, the Health Card Programme provides a good alternative for 
them. It is a voluntary health insurance programme, partly financed by the government 
budget The health insurance policy should be directed towards the acceptance of the 
Health Card Programme among people who are still without any kind of health 
insurance, both in rural and urban areas. For workers in small establishments (with 
less than. 10 workers), it may need a special strategy to introduce the programme 
through the employers and require them to share the cost with their employees. In the 
meantime, the social security services, through the Social Security Scheme (SSS) for 
workers in big establishments, should be extended to cover more kinds of benefits. 
The concepts of social security and health insurance must be widely introduced to all 
people in Thai society.
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b) As we are already aware, the QOL of construction workers’ children is closely 
connected with the working life and working environment of their parents, because 
their families normally live at the construction site. The latest study conducted by the 
Technical and Planning Division (Department of Welfare and Labour Protection, 
1999: 46) reported that 65% of construction workers live at the construction sites 
while only about 16% of them were provided with lodgings outside. The rest had to 
find and rent their own houses. Since it is not a statutory obligation under the Labour 
laws, fringe benefits of these types provided for workers, varied from one company to 
another. Some big construction companies may provide a good standard of lodgings, 
daycare centre or transportation for children to school but others may not. The 
Welfare Committee, initiated in the new Labour Law, provides a good opportunity for 
construction workers in establishments with more than 50 workers to appoint their 
representatives to negotiate for their welfare.
c) Some people have a long standing view that Thai workers, in general, are weak and 
marginalised but some academics did not share this view (Ungpakom, 1999). Thai 
workers are not inactive, but keep struggling for a better quality of life. The study by 
the Department of Welfare and Labour Protection (1999: 39) reported that, among the 
sample of 444 construction workers who were interviewed, 67% said they would 
never make a complaint to their employers or to government authorities jwhen they 
were dissatisfied with their working conditions, or when they had a dispute over 
labour problems, stating that they dared not and were afraid of dismissal or 
maltreatment. In the same study, _when were asked about their knowledge of the 
Labour Laws and regulations,-53%-said they-knew nothing, 37%-knew something, 
while only 5% said they knew a lot. Hence, it is possiblelhat the lack of opportunities 
to access information or to participate in decision making process due to the 
constraints of the hierarchical system within which they live and operate makes them 
weak. The establishment of Welfare Committees can therefore be a means of 
developing the bargaining power of workers from the ‘grassroots’. The Labour 
Welfare Division under the Department of Welfare and Labour Protection, whose 
responsibilities include promoting the provision of welfare to workers and their 
families, should empower the workers through this channel. According to the findings 
of previous sections, the condition of the lodgings, daycare centres, the children’s
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transport to school and the safety of children’s playgrounds should get top priority 
among their concerns.
d) Another important issue that must be mentioned here is the pre-education of 
construction workers’ children. Although this issue is well-recognised and receives 
good cooperation from the many sectors, as mentioned in Chapter Seven, the efficacy 
of the delivered service is still questionable. The attempt to set up daycare centres at 
the construction sites or labour camps may not be the best solution. According to the 
figures shown in Chapter Five, Table 5.3, the average ratio of workers to children 
aged 0-18 in a construction site is 5.3:1, and the ratio of workers to respondents 
(children aged 5-8) is 63.6:1. Therefore, only very big construction sites, say with 
more than 1.000 workers, will have enough number of preschool children to set up a 
daycare centre. It is not economical to run a daycare centre if there are less than 20 
children. Possible alternatives are to set up a joint project with other companies in the 
same area or to cooperate with nearby schools. For the first alternative, the 
government authorities may have to take a role of coordinator or facilitator. For the 
second alternative, they may have to intervene by asking for a special quota for 
construction workers in that area and by negotiating with the school in cases where the 
workers do not have a House Registration Certificate or the child’s Birth Certificate.
e) The other aspects of the QOL of construction workers’ children can probably be 
promoted by enhancing their perceptions of the importance of QOL, which is the most 
influential factor on the children’s QOL found in this study. The importance of QOL
 in some certain aspects can be developed and changed. It can be enhanced-by health
education and proper health promotion programmes by home-visits of community 
nurses, o_r_by teachers at the daycare centre in the construction site. The community 
£. nurses at the Health Centres under the Bangkok Metropolitan Administration should 
give as much importance and attention to the construction communities as to the 
congested urban communities. They can give advice to the family on how to keep the 
lodgings clean, how to feed the baby with nutritious food, when and where they 
should take their children to be immunised and how to promote their physical health. 
Moreover, they can encourage the workers to send their children to school and 
introduce the Health Card programme to the family. Once the family has been
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registered to a Health Centre, the community nurses should let the construction 
workers take the family’s folder (see Glossary) with them when they move to other 
places so that they can get continuity of care from the Health Centres in other areas.
8.4 Measuring children’s quality of life
This section discusses the lessons drawn from the study of children’s QOL. It is based 
on the experience gained during the development process and during the use of the C- 
QOL and the Importance Questions. The results of the psychometric analysis of these 
measures, reported in Chapter Five Section 5.3, confirmed that they had concurrent 
validity, acceptable reliability and consisted of good items, in terms of internal 
consistency and discrimination power. This also supported the preliminary 
investigation based on the sample from the pilot study.
8.4.1 The lessons derived from the study of children’s QOL
The development work of these measures, as reported in Chapter Three and 
Four, was based on the WHOQOL conceptual framework and procedure for assessing 
the quality of life (see Chapter Two, sub-section 2.3.6.2). This research then 
demonstrated that the WHOQOL framework and procedure was largely applicable to 
children. The WHOQOL domains and the additional domain on the political rights of 
children were examined and affirmed as relevant to the conceptualisation of QOL 
among Thai children. The analysis of the quantitative data gained from focus group 
interviews showed that the children and mothers considered the WHOQOL 
conceptual framework important to the children’s QOL, henceil was adopted for this 
study. The questionnaires-were then developed from the-qualitative results of focus 
group interviews. The development process of the C-QOL was based on the 
perceptions and experiences of the children themselves as confirmed by mothers. It is 
a multi-dimensional and child-centred measure because children were used as key 
informants during the development and it has been designed specifically for children.
One of the issues pertinent to this work is about its applicability to children’s 
quality of life worldwide. While it is known that the 24 facets of QOL included in the 
WHOQOL are, with a few exceptions, applicable to the QOL of children, there may 
be special features of this work which are specific to the cultural context in which it 
was carried out (Jirojanakul & Skevington, in press). The WHOQOL group has agreed
202
a procedure that can be used in the design and testing of related instruments and 
modules for special conditions that can be attached to the international core items of 
the adult form. This procedure recommends that, before the acceptance of 
international items can take place, the same work must be carried out in three or more 
culturally diverse centres across the globe. This study provides a model for carrying 
out such work with children in other countries and, as such, can be the starting point 
for the fuller testing of an international children’s QOL measure. Children in this age 
range (5-8 years) were found to be reliable reporters of their own quality of life and 
work should continue to develop similar measures with other ages. It will also be 
worth trying this measure with older age groups to see how far it can be extended 
towards the upper age groups and to note the changes in the mean scores of each facet 
when children are growing up.
Apart from the above mentioned procedure developed by the WHOQOL 
group, the procedure for running focus group interviews with young children (see 
Appendix 5aj specially developed during this study had been proved to be effective. 
This is shown by the cooperative atmosphere during the interviews (see Chapter 
Three, sub-section 3.2.3) and the acceptable quality of the data gained (see sub-section
3.3.2). In addition, the three sets of pictures i.e. the smiley faces, the clocks and the 
fingers, which were designed to illustrate five types of response scales were found to 
be useful and attractive to young children. By using the enlarged pictorial scales, we 
could facilitate young children who cannot read to differentiate the 5-point response 
scales and enable us to administer the questionnaire in groups of up to five or six _ 
children. ' -
This study also found that the WHOQOL measure has an advantage over other 
types of QOL measures in its various types of response scales using only one scoring _ 
system. The five types of response scales, i.e. Intensity, Capacity, Evaluation, 
Frequency and Importance, facilitate questioning and enable us to gain the 
information; which is really relevant to the subjects’ QOL in each facet. For example, 
in the facet on Practical Social Support, we can ask the children, “How happy are you 
with your friends?” (Intensity) or “Do you always have a friend to play with when you 
need one?” (Frequency), so that the questions will not be limited to a single type of 
response scale (see the GCQ developed by Collier and MacKinlay, 1997, for 
comparison). Moreover, the one format of question (5 point interval scale) is more
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appropriate for young children than multi-format questionnaires which may comprise 
interval scales, yes-no questions, open-ended questions and some other kinds (see 
Eisen et. al., 1980; Kohler, 1996, for comparison). A QOL measure for children 
should be simplest in the format of questions but attractive. These characteristics of 
the C-QOL are highly recommended for future studies on children’s QOL.
8.4.2 Recommendations on the use of the C-QOL
Based on the results of the item analysis in Chapter Five, (5.3.3), the revised, 
shortened form of the questionnaire comprises 47 items, after discarding the seven 
poor items (see Table 5.6). As discussed in sub-section 5.3.3, the reason why four 
items belonging to facets on pain and discomfort, and dependence on medication or 
treatment, did not contribute good homogeneity to the scale was because these two 
facets were not highly relevant to the QOL of the healthy population. It was 
considered that, if the measure is going to be used with sick children, these four items 
should be included. Therefore, there will be 51 items in the form for sick children, and 
47 items in the shortened form for healthy children (see Appendix 5a and 5b).
The questionnaire could be self-administered among 7-8 year-old children 
because they can read by themselves. Younger children at ages 5 to 6 need someone to 
read the questions for them. From my experience, the questionnaire could be 
administered in groups of five to six children. It is recommended that enlarged 
pictures of the response scales (i.e. the smiley faces, the fingers and the clocks) are 
used with the 5-6 year olds, both with individuals and in groups.
Another question is whether the carer’s form-would still be needed to obtain 
proxy information.-The results^ of this study support the notion that children at 5-8 
years of age are reliable reporters of their own QOL (see details in Chapter Two, sub­
sections 2.4.1 and 2.4.2; and Chapter Five, sub-sectiom5.4.LL Based on this premise, 
it is not necessary to obtain proxy information, except when the child is in the younger 
age group, or has some mental disability, or is suffering from an illness that prevents 
that child being able to answer by him/herself.
In addition, regarding the Importance Questions, there are 26 items in the 
revised shortened version for healthy children and 28 items in the full version (see 
details in Chapter Five, section 5.5). It will take 7-8 years old children about 10 
minutes to complete this form. It is recommended to use it along with the C-QOL so
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that the results can be compared with the QOL score. In the case of the 5-6 year olds 
who cannot read, this might be a burden for both the children and researchers. 
Therefore, this is left to the judgement of the researcher and the availability of his/her 
resources.
The last point that should be mentioned here is the scoring system. It is 
described in detail in Chapter Five, sub-section 5.3.4 “how to score and interpret the 
results”. The C-QOL was intentionally developed to be a profile, not an index, so 
users should consider the facet scores and domain scores in interpreting the results of 
an individual or in comparisons between groups.
To enable the scores from this study to be comparable with other samples or 
further studies, these facet and domain scores should be transformed to a 0-100 score 
scale. The transformation of scores can be done by using the following formula 
(Ware, 1997; WHOQOL User Manual, 1998).
_  ~ . Actual raw score - Lowest possible raw score ,
Transformed score = ----------------------------------------------   xlOO
Possible raw score range
Since our facet score and domain score range from 1-5, so the formula will be:-
Transformed score = (raw score - I) * (100/ 4)
8.5 Recommendations for future research
• In the field of children’s QOL, there is a trend towards gaining information 
directly from the children themselves where possible, instead of relying on proxy 
information. In Thailand, we still need more studies to describe the QOL of 
children in other age and social groups, especially those who^ live in 
underprivileged circumstances such as children in congested communities. It is 
also necessary to conduct studies of children’s QOL in larger scales so that 
national norms can be derived.
• It is interesting to administer the C-QOL with older age groups to see how far it 
can be used and to see the pattern of changes in facet scores as children grow up. 
In addition, the C-QOL can be used in population surveys to identify problems 
needing particular attention, or as an outcome measure in health service or 
evaluation research. Based on one limitation encountered in my study (see Chapter
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Five, section 5.1.3), it is recommended that, if possible, the researcher should 
make sure that children and their carers respond to the questionnaire separately.
• Internationally, we need more studies to develop cross cultural QOL measures for 
children in all age groups, and to build up theoretical knowledge on QOL. The 
model to predict the children’s QOL developed during this study also needs 
further development. In order to conduct the same work in other countries, it is 
recommended that back translation should be done and the reading age of the 
questionnaire should be investigated.
• The results of policy analysis revealed a big gap, showing that about 25 % of the 
population still have no kind of health insurance and have to rely either on self or 
family support. Among them are self-employed workers, workers in small 
establishments with less than 10 workers, and their respective families. Future 
research should be conducted towards developing health insurance for these 
groups of people. It could aim to develop new alternatives or improve the existing 
Health Card programme, to make it more attractive to and suitable for these 
groups of people.
• In order to promote the quality of life of construction workers’ children, more 
quantitative and qualitative studies are required. Future studies should address 
other social aspects of the lives of construction workers which might provide 
means to promote their QOL and that of their families. Examples of such include 
their livelihood, household resource management, how they develop their social 
networks, how they spend their free time, what kinds of recreational activities they - 
access and on what basis they have-access to necessary information etc.
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Appendices
Appendix of Chapter One 
Examples of cases reported of accidents which happened to construction
workers’ children
Case 1
A one-year and four-months-old girl, named Soipet had fallen into a boring hole at the 
construction site of the Veteran hospital, Wipawadee Rangsit Road, Bangkok. This 
tragic event happened on February 3, 1985 while this little girl was playing with her 
friends, who were construction workers’ children. After disappearing, she was found 
to have fallen into a 20 centimetres wide and 24 metres deep pile hole. The rescue 
team unsuccessfully tried to raise her alive. Eventually, her dead body was brought up 
after a continuous five days and five nights operation (Thairath News: February 3-8, 
1985).
Case 2
At about 4.10 p.m., on January 29, 1994 an iron tray hit a boy’s head while he was 
playing “Trakaw” with his friends near the construction building. He died 
immediately. Kla, the 14 year-old-boy, a construction worker’s son was bending to tie 
his shoes when the sling of the pulley, used to carry the iron tray, broke and fell on his 
head. The work was about to finish for the day, so the workers had been transporting 
the construction equipment and scraps of construction material from the fifth floor to 
the ground floor by using a big iron tray. Over one ton in weight, the tray was 
controlled by a crane driver, who fled from the scene after the accident. This tragic 
event happened at the construction site of the 35-storey-flat at Asoke-Dindeang Road, 
Klong-toei (Thairath News: January 30,1994).
Case 3
At the construction site of the officials’ accommodation in the Bangkok Remand 
Prison, Ngam-wong-wan Road, a six years old girl, named Orrasa was found dead 
under collapsed scaffolding. On May 6, 1994 while her father and mother, both 
construction workers, were working in the construction building, this little girl was 
playing around under the care of her grand mother. Naughtily, and out of sight of her 
grand mother, she had been climbing scaffolding. At about 9 a.m. the scaffolding 
suddenly collapsed and crushed her to death (Thairath News: May 7, 1994).
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Appendix of Chapter Three
3 a) The script for the moderator and questions to be used in focus group interviews 
with children
3b) The script for the moderator and questions to be used in focus group interviews 
with mothers
3c) The transcription of 2 selected focus groups
3d) Table of data gained from reliability checking
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Appendix 3a 
Focus group interviews with children
Purposes
1. To explore how children perceive quality o f life .
2. To examine the relevance o f WHOQOL’s facets and the two adding facets to the 
perception o f the children.
3. To explore the language that children used when they talked about QOL in order to 
construct the questionnaire which is understandable for their ages.
Script for moderating the group
1. Introduction
The moderator welcomes the children, introduces herself, explains the purposes o f the 
interview and the general rules that will be applied during the interview, and invites the children to 
introduce themselves to the group.
Good morning everyone. My name is Pragai. I am a nurse educator, working in the Ministry o f  
Public Health. Now, I am a Ph.D. student at the University o f Bath, England. I invited all o f you to 
participate in the group interview today, because I want to know your idea about “quality o f life”. Has 
anyone ever heard o f this word? What does it mean? (Allow a couple o f minutes for participants to 
respond). We can simply say that, quality o f life is about your feelings or perceptions about how happy 
or satisfied you are with your lives.
In a few moments, I am going to tell you a story o f “Dek Khai Mai Kheed Fai” which means “ 
A girl who sells matches” (English version “Matches at Midnight”). After that, I will show you pictures 
and ask you questions about the quality o f life. There are no wrong answers to the questions I will ask 
you. I just want to hear what you think or feel about them. You will not be graded on your answers. In 
fact, your teachers, your parents and your classmates will not know how you answer these questions. 
Although our discussion will be recorded and transcribed later, I will not mention your names in the 
report.
Please feel free that your answers are your own ideas. They are not necessary be the same as 
others. We need to apply only a few rules during the interview, these are:-
1) we will have only one person speaking at a time.
2) we will not carry on side conversations among neighbours, and
3) we will encourage everyone to participate, with no one dominating. Does anybody have any 
questions?
Well, Let’s introduce ourselves to the group. Please tell us your first name and your age. Shall we start 
from my left hand side?
2. The moderator tells a story “A girl who sells matches” to the group and then asks them the 
questions:-   . ________
Do you think that the girl was happy? Why?
3. The moderator shows the picture o f each facet and presents the question to the group. The 
answer sheet will be provided at that time. More explanation can be given if the children do not 
understand. After they write down their answer to each facet in the answer sheet, the moderator will 
invite them to say why they think like that and, if they want to ask their friends about it, what question 
will they use?
During the interviewing, the moderator may move to sit near the one who is talking too much 
or who may be dominating the group, or the moderator may get them to change seats half way through 
the interview.
4. Conclusion and closing the interview
The moderator asks whether there is any other thing that is not included.
The moderator summarises the children’s responses, say thank you, give them some gifts and 
reiterate the confidentiality o f their answers.
5. After the interview the moderator summarises the characteristic and what has been going on 
during the interview o f each group (see Chapter Three, sub-section 3.2.3).
209
Domain Facet Picture cues The question Explanation, where necessary
Physical 1. Pain and discomfort - a picture o f a person who has wound or 
is sick
- How unhappy are you if you are like the 
person in this picture?
- Which o f you were wounded? How much 
did you cry at that time?
2. Energy and fatigue - a picture of strong people - How important is it to you to be strong? - How strong do you want to be? Why do you 
want to be a strong person?
3. Sleep and rest - a picture of a child sleeping - How important is it to you to sleep and 
rest?
-How do you feel when you have to stay late 
at night or get up very early in the morning?
Psychological 4. Positive feelings - a picture of children smiling and 
laughing
- How important is it to you to be as the 
children in the picture?
- How important is it to you to be happy, 
smiling or joyful? and Why?
5. Thinking, Learning, 
Memory and 
Concentration
- a picture of children reading some books 
or studying in classroom
- How important is it to you to be able to 
learn?
- This picture shows the children reading 
some books and studying in class. How 
important is it to you to be able to learn and 
memorise what you have learned?
6. Self-esteem - a picture of a child looking at a mirror - How important is it to you to be proud of 
yourself?
- The child in this picture is wearing jeans 
and looking in the mirror. Every morning you 
may look in the mirror before going to school 
and you will be happy and pleased with 
yourselves. That is, you are proud of 
yourselves. How important is it to you to be 
proud o f yourselves?
7. Body image and 
appearance
- a picture o f children wearing nice 
dresses
- How happy are you if you look good? - To have good looks does not mean that you 
have to wear expensive clothes. You should 
be clean and tidy.
8. Negative feeling - a picture o f children who are unhappy, 
angry or dissatisfied with something
- How unhappy are you if you are like the 
person in this picture?
These are pictures o f three children; the 
first child is crying, the second one is 
angry and the third is sad. How unhappy 
are you if you are like these children?
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Domain Facet Picture cues The question Explanation, where necessary
Level of 
dependence
9. Mobility - a picture o f a child who has problems 
with mobility (in plaster cast or 
wheelchair or with walkers or has 
poliomyelitis)
- How important is it to you to be able to 
move?
10. Activities of daily 
living
- a picture o f a child washing his face or 
brushing his teeth
- How important is it to you to be able to 
take care o f yourself?
11. Dependence on 
Medication or 
Treatment
- a picture o f a child taking medicine - If you are sick, do you like to take 
medicine? How important is it to you to 
take medicine?
12. Dependence on 
drugs
- a picture o f people smoking - How do you feel when you see someone 
smoking? How important is it to avoid 
smoking?
- Do you know other substances to which one 
may become addicted? Are you afraid of 
being a drug addict?
13. Working capacity - a picture o f a child helping her mother 
cooking or doing something else
- How happy are you to be able to help 
your parents do some work? How 





- a picture o f a child with family - How important is it to you to have 
loving relationships within your family?
15. Practical social 
support
- a picture of a child with friends or 
neighbours or in communities
- How important is it to you to have good 
relationships with your friends or 
neighbours?
Sex deleted as inappropriate
211
Domain Facet Picture cues The question Explanation, where necessary
Environment 16. Physical safety and 
security
- a picture of a road accident - How important is it to you to be safe? - This is a picture o f a road accident and a 
seat belt. How important is it to fasten the 
seat belt? How important is it to cross the 
road at the Zebra-zones or to use the over­
bridges?
17. Home environment - a picture of houses in good or poor 
environments
- How important to you is the place where 
you live?
- How important to you is your house or the 
place where you live?
18. Financial resources - a picture of money - How important is it to you to be able to 
buy the things that you need?
19. Health and social 
care: availability and 
quality
- a picture of doctors and nurses providing 
medical care to patients
- How important is it to you to be able to 
go to see a doctor or nurses when you are 
sick?
20. Opportunities for 
acquiring new 
information and skills
- a picture of a child watching television 
or reading a newspaper or seeing an 
exhibition
- How important is it to you to know 
about the news and learn about new 
things?
21. Participation in and 
opportunities for 
recreation and leisure 
activities
- a picture of children spending a holiday 
with their families or playing with friends
- How happy are you to participate in 
leisure activities with your family or 
friends? How important is it to you?
- How do you spend your free time?
22. Physical 
environments
- a picture o f pollution e.g. waste water or 
rubbish
- How important is it to you if  the rivers 
become polluted?
- How important is it to you to protect the 
environment? How important is it to you if 
the rivers become polluted, or if there are big 
piles o f rubbish, as in this picture?
23. Transport - a picture o f traffic in Bangkok - How important is it to you to travel 
conveniently?
- How easy is it to find a bus when you are 
going somewhere? What is the mode of 
transportation that your family often uses? 
How convenient is it to travel by that means?
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24. Spirituality / 
religion /personal 
beliefs
- a picture o f a temple/monks - How important is it to you to go to the 
temple or pray before going to bed?
Child’s 
political right
25. The right to speak 
out and be heard
- a picture of a child speaking in front of 
other people or a picture o f people in 
protest
- How important is it to you to express 
your feelings or ideas to other people?
- The children in this picture are showing 
signs saying “Thank you for not smoking” , 
because they don’t want other people to 
smoke. What would you do if someone 
smoked near you?
26. The right to have 
an identity
- A picture o f a child standing in front of 
the Thai national flag
- How important is it to you to have a 
name and be a Thai citizen?
Note: Most o f the questions asked were simple enough and the children could respond without further explanation
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Fig. 3a The picture illustrating the facet on activities of daily living (facet no. 10)
213/1
Fig. 3b llie picture illustrating the facet on negative feelings (facet no. 8)
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Appendix 3b 
Focus group interviews with mothers
Purposes
1. To examine whether mothers think WHOQOL’s facets and the two added facets are 
relevant to their children’s QOL
2. To explore the language that mothers usually use when talking with their children about 
QOL
Guidelines for m oderating the group
1. Introduction
The moderator welcomes the mothers, introduces herself, explains the purposes o f the 
interview and how the group will be conducted, reiterates the confidentiality o f the answers, and invites 
them to introduce themselves to the group.
2. The moderator supplies blank paper and asks the participants to free list anything that could 
affect their children’s QOL.
3. The WHO’s definition on “quality o f life” is introduced to the group and it is also written on 
a wall mounted paper to display during the interview. The WHOQOL facets and its definition, and the 
answer sheet will be provided. The moderator then asks their opinion as to whether each facet is 
relevant to their children’s QOL, and Why? They will also be asked what words should be used with 
their children when talking about QOL in each facet. In case the participants cannot understand the 
question clearly, more explanation, which is prepared in the following table, will be given.
Finally, when all questions of facets have been asked, they will be invited to add any other 
aspects o f QOL that have not been covered.
4. Conclusion and closing the interview
The moderator offers to send back a summary report to them if they want, and give them some
gifts.
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Domain Facet The question Explanation, where necessary
Physical 1. Pain and discomfort - How are pain and discomfort important to the quality of 
life o f your child?
- What do you think if your child is wounded or sick? How 
much does it affect his/her happiness?
2. Energy and fatigue - How is being a strong child important to the QOL of your 
child?
- How much does tiredness or fatigue interfere his/her QOL?
3. Sleep and rest - How are sleep and rest important to the QOL of your 
child?
Psychological 4. Positive feelings - How are positive feelings important to the QOL of your 
child?
- How much do you want your child to smile, be joyful and 
have a friendly manner?
5. Thinking, Learning, 
Memory and concentration
- How are the abilities to think, learn, memorise and 
concentrate important to the QOL of your child?
6. Self-esteem - How is self-esteem important to the QOL of your child? - How much do you want your child to be proud of 
him/herself?
7. Body image and 
appearance
- How are body image and appearance important to the 
QOL of your child?
- How much do you want your child to look good?
8. Negative feelings - How are negative feelings important to the QOL of your 
child?
- How much do you want your child not to cry, get angry or be 
bad- tempered?
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Domain Facet The question Explanation, where necessary
Level of 
dependence
9. Mobility - How is the ability to move important to the quality o f life 
o f your child?
10. Activities o f daily 
living
- How is the ability to engage in normal daily activities by 
his/herself important to the QOL of your child?
- How much do you try to encourage your child to engage in 
normal daily activities by his/herself?
11. Dependence on 
Medication or treatment
- How is medicine or treatment important to the QOL of 
your child?
- How much does your child depend on medication or 
treatment?
12. Dependence on drugs - How important is it to your child to avoid addictive 
substances?




14. Personal relationships - How important are family relationships to the QOL of 
your child?
15. Practical social support - How are social relationships important to the QOL of your 
child?
Sex deleted as inappropriate
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Domain Facet The question Explanation, where necessaiy
Environment 16. Physical safety and 
security
- How is safety important to the QOL of your child?
17. Home environment - How important is the home to the QOL of your child?
18. Financial resources - How important are financial resources to the QOL of your 
child?
- How important is it to you to be able to give your child what 
he/she wants?
19. Health and social care 
availability and quality
- How important is it to the QOL of your child to see doctor 
or nurses when he/she is sick?
20. Opportunities for 
acquiring new information 
and skills
- How important is it to the QOL of your child to know 
about the news and learn about new things?
- Do you encourage your child to listen to the news or to some 
educational programme on radio or television?
21. Participation in and 
opportunities for 
recreation/ leisure activities
- How important are recreation or leisure activities to the 
QOL of your child?
22. Physical environments - How important is environment to the QOL of your child?
23. Transport - How important is it to the QOL of your child to be able to 
travel conveniently?
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24. Spirituality/ Religion/ 
Personal beliefs




25. The right to speak out 
and be heard
- How important is it to the QOL of your child to have the 
right to speak out and be heard?
- How much do you support your child to express his/her 
feelings or ideas?
26. The right to have an 
identity
- How important is it to the QOL of your child to have an 
identity?
- How important is it to your child to have a name, be a Thai 




Interviewing a group of urban children 
(Group 2)
Participants
1. A2 5-year-old girl
2. B2 5-year-old girl
3. C2 6-year-old girl
4. D2 6-year-old girl
5. E2 6-year-old girl
6. F2 6-year-old girl
The moderator gave the introduction as mentioned in the script and told the story o f “A girl who sells 
matches”, before asking the questions.
Facet 1 : Pain and discomfort
Moderator : How unhappy are you if you are like the person in this picture?
Which of you were wounded/injured? How much were you hurt at that 
time?
D2 : 1 didn’t get much pain, when I stumbled.
E2 : I asked my mother to apply the medicine to my wound and it was healed.
Moderator : So now, can you tick on the answer sheet? .. how much does the pain,
wound or illness make you unhappy ?
Moderator : If you want to know how much your friends have pain and discomfort,
how do you ask them?
C2 : If I see my friend stumble, I will ask her whether she has got much pain.
If she has, I will take her to see a teacher.
F2 : When a friend of mine gets sick I will tell a teacher.
Facet 2 : Energy and fatigue
Moderator : How important is it to you to be strong?
C2 : Getting exercise will make us strong.
Moderator : why do you want to be a strong person?
A2 : If a burglar comes into my house, I will be able to protect my parents.
Moderator : E2, you picked the two plus-signs choice which means that you thought
that it was slightly important to be strong. Why do you think like that.... 
would you please tell me?
 no answer
Moderator : Your answer will not be judged as right or wrong . It depends on your
opinion  I just want to know your reason. Can you tell me?
 no answer
Moderator : If you want to know how strong your friends are , how do you ask them?
C2 : 1 will ask, “Why are you so strong?”, and he will answer “because I get
exercise”.
A2 : I will ask, “why are you so strong?”, and he will answer “because I eat a
lot of vegetables” .
Facet 3 : Sleep and rest
Moderator : How important is it to you to sleep and rest?
: C2, why did you pick the three plus-signs choice?
C2 : I saw that my father, who is 36 years old, sometimes sleeps for only a
few hours.
A2 : I chose four plus-signs , because if I don’t sleep I will have a pain in my
eyes.
D2 .....and will be moody.
Moderator : What question will you ask your friend about sleep and rest?
A2 : How long do you want to sleep?
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Facet 4 : Positive feelings
Moderator : Did you see the children in this picture ? How important is it to you to be
happy, smiling or joy fu l?  and Why?
A2 : If we are happy and laugh other people around us will laugh too.
(everyone laughs and no one gives more responses)
Facet 5 : Thinking, Learning, Memory and Concentration
Moderator : The children in this picture are studying in c la ss  and these boys and
girls are reading a book . How important is it to you to be able to learn?
A2 : 1 think it is very important. It will make me wise and nobody can deceive
me.
D2 : If there is someone giving us candies mixed with drugs, we will be able to
run away from them.
F2 : 1 will know a lot and be a good girl.
Facet 6 : Self-esteem
Moderator : How important is it to you to be proud of yourself?
E2 : 1 am proud of myself because I can get dressed by myself.
Moderator : Does anyone want to tell me more?
 no answer
Facet 7 : Body image and appearance
Moderator : Let’s see these girls! They look good in these dresses, don’t they?
How happy are you if you look good?
A2 : I think it is very important, I like to wear a beautiful dress.
Facet 8 : Negative feelings
Moderator : These are pictures of three children; the first child is crying, the
second one is angry and the third is sad. How unhappy are you if you are 
like these children?
C2 : I was not happy when my friends got angry with me.
E2 : We should talk to one another in a friendly way. I don’t like to have an
offensive quarrel.
D2 : I don’t like it either.
A2 : I don’t like it either.
Facet 9 : Mobility
Moderator : How important is it to you to be able to move?
E2 : If we could not move, we wouldn’t be able to go to the places that
we wanted. We could not go to school.
C2 : Although our parents can carry us, it would take a long time to get to
school.
Facet 10 : Activities of daily living
Moderator : How important is it to you to be able to take care of yourself?
C2 : If we don’t practice now, when we grow up we won’t be able to do it by
ourselves. If we have our own children, how can we cook for them?
A2 : Since we have hands we should do it by ourselves, otherwise..........
D2 : It is sinful to let our parents do everything for us.
A2  in the next life we won’t have hands and legs.
Facet 11 : Dependence on medication or treatment
Moderator : If you are sick, do you like to take medicine? How important is it to you to
take medicine?
A2 : I will recover from illness if I take medicine.
C2 : When we have a cold and we don’t take (our) medicine and we don’t
have warm clothes like the girl who sells the matches, we will die.
E2 : But we have to be careful when we take medicine, because we may take
the wrong one and die too.
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: How do you feel when you see someone smoking ? How important is it 
to avoid smoking?
: If we do not avoid smoking we might become addicted. It will destroy our 
health.
: A2, why did you pick the one plus-sign choice?
: Cigarettes are not important.
: That’s right, it is not important. But I asked how much you tried to avoid 
smoking. So if you don’t like it at all, you should choose a higher plus-
signs choice.
: ( She changed her choice to five plus-signs choice.)
Facet 13: Working capacity
Moderator : How happy are you to be able to help your parents do some work? How 
important is it to you?
A2 : Our parents take care of us until we grow up. We are under an obligation
to them. We should help them do some work in return.
Moderator : How do you help your parents?
C2 : I help my mother by sweeping and wiping the floor and watering the
trees.
B2 : I wipe the floor.
F2 : I help her wash dishes.
E2 : I help her peel bananas and cut them into pieces. ( Her mother sells fried
banana.)











: How important is it to you to have loving relationships within your 
family?
: My parents hold me, they love me.
: Yesterday I dropped my bracelet on the roof o f my house... and my father
 he is 36 years old.... used a long stick to reach it and get it back for
me.
: My parents feed me and take care of me.
: When I was little, one day 1 couldn’t get my toy from the shelves and my 
mother brought it down for me .... And when I am hungry, my parents 
feed me food.
: How important is it to you to have good relationships with your friends or 
neighbours?
: If I don’t have friends, I will be lonely.
: Neighbour are important. I have a friend named Prae, she lives next 
door to me and we play together. My father works at the railway station. 
When my father goes to work, I play with Prae.
: If I don’t have friends, I will be lonely.
Facet 16 : Physical safety and security
Moderator : This is a picture of a road accident and a seat belt. We fasten the seat belt
for our safety, don’t we? How important is it to you to be safe?
A2 : My father always fastens the seat belt while he is driving.
B2 : My mother didn’t buy seat belts for our car. I have already told her to buy
them but she didn’t.
Facet 17 : Home environment
Moderator : How important to you is your house or the place where you live?
D2 : We can sit, sleep and play at our house.
A2 : House is the place where we can eat, be happy and get the warmth and
comfort from our parents.
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Facet 18 : Financial resources
Moderator : How important is it to you to be able to buy the things that you need?
A2 : If we don’t have enough money to buy rice we will starve to death.
C2 : Nowadays, everything gets expensive, for example an egg is more
expensive than before. If the parents give everything their children 
want, the kids.........
D2 ...will be spoiled.
C2 ...will be spoiled, and when they grow up they will be poor.
Moderator : Very good. You have very good ideas. I think you may be tired. Shall we
have a break for a while? I have some milk and snacks for all o f you.
Facet 19 : Health and Social Care: availability and quality
Moderator : How important is it to you to be able to go to see a doctor or nurse when
you are sick?
E2 : There was a nurse came to school and gave polio vaccine to us.
D2 : If we don’t get polio vaccine we may have shrivelled limbs.
B2 : To be able to see the doctor is important, I once fell down from the bus,
my collar bone was broken. My mother took me to the hospital and I was 
treated.
A2 : 1 went to my mother’s office and I fell down from a chair. There was a
boy who pushed me , I didn’t do anything wrong to him. I got a wound 
on my head and had to have four stitches.
F2 : I have been to Bangkok with my father and our car was hit. My head was
injured. The police came to see me and many people they took me to
the hospital and my wounds were stitched too.
Facet 20 : Opportunities for acquiring new information and skills
Moderator : How important is it to you to know about the news and learn about new
things?
D2 : We get a lot of knowledge from watching TV.
A2 : We can see what we have never seen.
C2 : My house can receive ITV. I watch many programmes. There are several
documentary programmes and new things.
Facet 21 : Participation and opportunities for recreation/ leisure activities
Moderator : How happy are you to participate in leisure activities with your family or
friends? How do you spend your free time?
E2 : I like to play with my friends, they make me laugh.
A2 : Playing with friends helps me not to feel lonely.












: How important is it to you if the rivers become polluted, or if there are big 
piles of rubbish as in this picture?
: Those people who throw the rubbish carelessly are not good. I don’t like 
a pile of rubbish . It has a bad smell.
: There is a canal near my house. Some people throw rubbish into it.
I have experienced bad smells from it.
: It is the same as in the market. It is dirty with rubbish.
: I don’t like the rubbish.
: I don’ t like it either.
: How important is it to you to travel conveniently?
: I picked the five plus- signs choice. If there is traffic congestion, we have 
to build more bridges.
: When there is a traffic jam, the vehicles on the road are not in order.
: Like the time when school is over.
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Facet 24 : Spirituality / Religion/ Personal beliefs
Moderator : How important is it to you to go to the temple or to give food to monks?
D2 : Giving food to monks is a merit-making.
A2 : We will get good fortune.
Facet 25 : The right to speak out and be heard
Moderator : How important is it to you to tell your feelings or ideas to other people?
C2 : Important, suppose that I have a cold and a friend of mine ask me to
share sweets if I don’t tell her, she will get a cold from me.
Facet 26 : The right to have an identity
Moderator : How important is it to you to have a name and be a Thai citizen?
A2 : 1 think that to be a Thai citizen is important....... the National flag is also
important like we are loyal to the king.
E2 : Important, we are living in Thailand, we should love our country.
The children sing a song “Tri-rong-Thong-Thai” (The National flag) 
together.
223
Interviewing a group of urban children’s mother 
(Group 7)
Participants
1. A7 39 years old a government official
2. B7 40 years old an employee in a State Enterprise
3. C7 31 years old a housewife
The introduction was given to the group as written in the script.
•  The moderator supplied blank paper and asked the participants to free list anything that 
could affect the quality of life of their children.
•  The WHOQOL facets and their definition, and the answer sheets were provided. After that 
the moderator started to ask their opinion whether as to each facet was relevant to the QOL o f their 
children, and why? They were also asked what words they used with their children when they were 
talking about QOL in each facet.









: How are pain and discomfort important to the quality o f life o f your 
child? When your child gets wounded or sick, how much does it affect his 
/her happiness?
: When my children were sick or experienced discomfort they became 
moody and I was very worried about them.
: I think the pain and discomfort affect his life in many ways, for example 
he will not be able to eat, sleep and play as usual.
: He will be very unhappy because he won’t be able to do what he wants. 
And I always keep saying “don’t do this”, “don’t do that” since I am 
worried that his illness will be worse.
: How do you ask your child about his/her pain and discomfort?
: Do you have pain?
: How much do you feel pain?
: My first child had a problem with pain. She had pain over her legs 
especially at the knee joints. I consulted a doctor and was told that it was 
normal because she was about to grow taller very quickly. Her muscles 
could not stretch as her bones did . We understood and felt relief.
I helped her by giving her a massage and she was all right.








: How important is it for your child to be strong, to his/her QOL?
How much does tiredness or fatigue interfere with his/her QOL?
: Very much, since at his age he should be joyful. If he is tired or 
doesn’t have enough energy, he will not be able to play as he wants.
: They will not be joyful.
: I don’t think it is the most important thing because he can adapt himself 
by changing his style or kind of playing. If he feels tired or sick he will 
change his playing.
: How do you ask your child about his / her energy and fatigue?
: Are you happy if you are strong?
: I will encourage him to take exercise if he wants to be strong.
Facet 3 : Sleep and rest
Moderator : How important are sleep and rest to the QOL of your child?
A7 : Very important but not the most. If they have enough rest, they will be
cheerful. They will have normal development. When they are sleepy, they 
will be inert.
B7 : If he doesn’t have enough rest, he will be moody.
C l  : I want my son to have enough rest. He likes to play and doesn’t want to
sleep.
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Moderator : How do you ask your child about his/her sleep and rest?
A7 : Did you sleep well last night? or Do you feel fresh?
C7 : Are you still sleepy?
B7 : I don’t need to ask, I can see from his signs.
Facet 4 : Positive feelings
Moderator : How important are positive feelings to the QOL of your child?
How much do you want your child to smile, be happy and have a friendly 
manner?
: I thought that my children didn’t have deep feelings. But I learned 
that I was wrong. They thought deeply and sometimes kept it to 
themselves. I need to talk to them frequently so they can share their 
problems or feelings with me.
: I teach him to have a positive outlook by using the situations in our daily 
lives to explain to him.
: If there is love and warmth in the family, the children will grow up with 
positive feelings.
Moderator : How do you ask your child about his/her positive feelings?
C7 : Suppose that we see a beggar I will ask him “How do you feel about
him?” and “What would you do if you were that man?”
















: How important are the abilities to think, learn, memorise and concentrate 
to the QOL of your child?
: I give my child the freedom to think and express his feelings. If he speaks 
or does something wrong I will explain it to him later. I think knowledge 
and wisdom are important for my child but not the most important. How 
to live happily in society is more important.
: Do you agree with C l ,  B7?
: Yes.... For their ages I think my children have very good learning ability. 
They can memorise what they have learned but sometimes they have quite 
short periods of concentration, except when they are watching cartoons.
I won’t buy a computer game for my children, because I am afraid that 
they will be preoccupied with such things and won’t be able to manage 
their time properly.
: How do you ask your child about his/her thinking or learning ability?
: I can know from his words and acts.
: How important is self-esteem to the QOL of your child?
How much do you want your child to be proud o f him/herself?
: My daughter is quite a timid girl. She lacks confidence in herself. She 
never asks any questions or expresses her ideas at school.
: I always tell my son that he is valuable to his father and me. He is proud 
of himself and has much self-confidence.
: I trained my children by assigning each o f them to do some kind of work 
in our house. Everyone has a responsibility to do his/her job.
: How do you ask your child about his/her self-esteem?
: When they can do their jobs, I ask them whether they are proud o f the 
themselves.













: How important are body image and appearance to the QOL of your child? 
: I think it is moderately important. Our bodies and faces come with us 
when we were bom and we cannot change. As for clothes, the children 
grow so quickly that I do not think they always need the finest clothes.
: I also think that it is less important for my children. Just to look clean 
and suitable for the places or events is enough. They don’t need to be 
pretty or handsome all the time.
: I teach my son to choose clothes that suit the places or situations he 
visits. 1 also teach him to look into one’s heart rather than his/her body 
image and appearance.
: How do you ask your child about his/her body image and appearance?
: Suppose that there are two boys, the first one is rich but his clothes are 
dirty and another one, who is poor but wears clean clothes. With which 
boy do you want to play?
: I can observe from his behaviour.
Facet 8 : Negative feelings
: How important are negative feelings to the QOL of your child?
How much do you w-ant your child not to cry, get angry or be 
bad- tempered?
: Now, they are still children they have positive feelings and good
mental health.
: Sometimes when he was angry, he would be aggressive. I had to talk to 
him when he calmed down.
: How do you ask your child about his / her negative feelings?
: I asked by using situations such as when we saw a boy who was angry 
because his parents didn’t buy a toy for him. I would ask him how he felt 
about that boy?
: How important is the ability to move to the quality o f life of your child?
: Most important. My second child had a problem when she was only 
7 days old. There was bleeding from her navel. I took her to the 
Children’s Hospital and she was given an injection in her leg. After that 
her leg which had been injected, became shrivelled. I was worried about 
her legs so much at that time. Fortunately, it gradually developed until 
normal.
C l  : I also think that it is most important. He has to be able to move himself.
Facet 10 : Activities o f daily living
Moderator : How important is the ability to perform daily living activities by
his/herself important to the QOL of your child?
B7 : Moderately important. Sometimes, it was me that wanted to do things for
them. It was my pleasure to do that, to show them that I loved them. But 
when they went to school, they could do these things by themselves.
A7 : Me too. Sometimes I spoon-fed her because she ate very slowly. But she
wouldn’t let me do that at her school, because she was ashamed in front of 
her friends.
Facet 11 : Dependence on Medication or treatment
Moderator : How important is medicine or treatment to the QOL of your child?
B7 : Normally I didn’t give my children medicine when they were sick,
especially antibiotics. If they had a cold, I would not let them 
drink cold water.... I encouraged them to drink orange juice.
C l  : When a doctor gave my son medicine, I would make sure that he took











Facet 12 : Dependence on drug
Moderator : How important is it to your child to avoid addictive substances?
C7 : My husband smokes. I always tell my son about the effects o f smoking on
his father and on us. Sometimes my son hides cigarettes from his father.
A7 : 1 told them the bad effects o f addictive substances.
Facet 13: Working capacity
Moderator : How important is it to your child to be able to help you do some
housework?
C7 : Moderately important. I ask him to help me do some work in order to
make him proud o f himself.
A7 : I want them to pay attention to studying and doing their homework rather
than helping me do some work.
B7 : It is not so important for them now, but in the future they have to take
care of themselves.








How important are family relationships to the QOL of your child?
If we can spend enough time with our children, they will be very happy.
I once had a quarrel with my husband about politics until we didn’t talk to 
each other and didn’t watch the same television. My son tried to reconcile 
us by his tricks.
It is the same in my family. When I got angry with my husband, my 
children would be very quiet. They dared not play or even make a loud 
noise.
How do you ask you child about his/her personal relationships?
Do you think your parents love you or not?
How much do you care about your sister and your parents?








: How important are social relationships to the QOL o f your child?
: I wish him to have good human relationships and to be able to adapt 
himself to society.
: I teach my children about the spirit o f team-working and cooperation. We 
cannot be with them all the time so they have to learn to live happily in 
this society.
: How do you ask your child about his/her social relationships?
: Do you have any close friends at school?
: How often do you play with your friends?
I will ask him about his attitude towards his friends at school?
Facet 16: Physical safety and security
Moderator : How important is safety to the QOL of your child?
A7 : I always teach my son to cross the road at the Zebra crossing and to walk
with other people.
B7 : I am careful about electric plugs. I don’t let them plug in electric
appliances by themselves.







: How important is the home to the QOL o f your child?
: Moderately important. I took him with me to many places to meet many 
people from different social status. He should learn to get along with 
them whether they live in poor houses or not.
: Very important. The house should be in order and be a nice place to stay.
: My children often compare our house with other people’s houses. I have 
to explain to them that the size of the house is not as important as the 
relationship of the persons in that house.
: How do you ask your child about his/ her feeling towards the home 
environment?
: Are you happy with our house? Do you like the trees around our house?
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Facet 18: Financial resources
Moderator : How important are financial resources to the QOL of your child?
B7 : Moderately important. Just enough for our needs.
C7 : Important but if they want more money they have to work harder.
Moderator : How important is it to you to be able to give your child what he/she
wants?
A7 : I didn’t give my children everything that they wanted.
Moderator : How do you ask your child about his/her feeling towards financial
resources?
C7 : Do you have enough toys? Are you happy with them?
B7 : Can you give this toy to other people?
Facet 19: Health and social care: availability and quality
Moderator : How important is it to the QOL of your child to see the doctor or nurses
when he/she is sick?
A7 : Most im portant. When my children were little 1 took them to be
immunised whenever the health personnel told me.
C7 : I don’t understand diseases and illness, so I keep following the
doctors’ advice.
Facet 20 Opportunities for acquiring new information and skills
Moderator : How important is it to the QOL of your child to know about the news and
to learn about new things?
C7 : 1 wish my son to be able to keep up with the changing world since I gave
up my job and became a housewife I always take him to many places.
A7 : 1 persuade them to watch the news.
B7 : 1 sometimes take them to see exhibitions.
Moderator : How do you ask your child about his attitude towards learning new
things?
B7 : Are you interested in going to this place?








: How important are recreation or leisure activities to the QOL o f your 
child?
: Usually my family enjoys spending time together at home. We seldom go 
to visit our relatives in other provinces.
: I always spend my time with him.
: We have several kinds of recreation. Sometimes we go outside and often 
go upcountry.
: How do you ask your child about his/her feelings towards leisure 
activities?
: When we came back I asked them whether they liked that place or not and 
whether they wanted to go back again.
: Where do you want to go?






: How important is the environment to the QOL of your child?
: My son is allergic to dust. When we go outside, we can see that the road 
in front of our community is full o f dust. I suggest that to covers his nose 
and mouth with a handkerchief.
: I teach them to throw rubbish in the proper places.
: How do you ask your child about his attitudes towards his physical 
environment?




Moderator : How important is it to the QOL of your child to travel conveniently?
A7 : Very important. They have to wake up early to go to school, and come 
back quite late in the evening because of the traffic congestion.
C7 : Sometimes, I took my son to catch a bus. If we have to go to some places 
where it is difficult to find a place to park, I prefer to take a bus.
B7 : I introduce them to several modes of transportation. They have to learn to 
adapt themselves to be able to use public transport.
Facet 24: Spirituality/ Religion/ Personal beliefs
Moderator : How important is it to the QOL of your child to practice religious 
activities?
C l : 1 teach them to identify what is good and what is bad, by using the 
principles in Buddhism.
A7 : Parents are the moulds for their children. What we do they will follow.
B7 : When my children asked me about the differences between religions, I 
explained to them that every religion has good principles and leads its 
believers to a good way.
Facet 25: The right to speak out and be heard
Moderator : How important is it to the QOL of your child to have the right to speak 
out and be heard? How much do you support your child to express his/her 
feelings or ideas?
C l : I like to encourage my son to argue and speak out.
A7 : I think that it is the nature o f children. At their ages they want to express 
their ideas.
Moderator : How do you ask you child about his/her attitude towards his/her right to 
speak out?
B7 : Why did you do like this or like that?
Facet 26: The right to have an identity
Moderator : How important is it to the QOL of your child to have an identity? 
How important is it to your child to have a name, be a Thai citizen, 
have the Birth Certificate and to be registered into your family?
B7 : They need to have them, in order to have their rights according to the 
laws.
C l : They should have their rights to get social welfare according to the
laws.
Moderator : There is another facet about sex, that is mentioned in WHOQOL but I 
didn’t include it here. Do you think that it is relevant to the quality of life 
of your child or not?
B7 : It is not important for them now.
A7 : But they often ask me questions about sex. May be it is important to 
give them health education about sex from this age.
Moderator : Do you have any comment about these WHO facets?
C l : I think it covers every aspect o f the quality o f life but some facets have 
similar meaning.
Moderator : Can you give me some examples?
A7 ....such as positive feelings and negative feelings. 
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Appendix 3d
Table of data gained from reliability checking
Facet
no.

































1 2 1 50 50 0 4 4 100 0 0
2 1 1 0 100 0 4 2 50 50 0
3 2 1 50 50 0 1 1 0 100 0
4 1 1 100 0 0 3 1 33 66 0
5 3 2 66 33 0 4 1 25 75 0
6 1 1 100 0 0 3 3 100 0 0
7 1 1 100 0 0 4 2 50 50 0
8 2 2 100 0 0 3 3 100 0 0
9 1 1 100 0 0 1 1 100 0 0
10 2 2 33 66 0 3 3 100 0 0
11 3 2 66 33 0 4 2 50 50 0
12 1 1 100 0 0 3 1 33 66 0
13 5 5 100 0 0 4 4 100 0 0
14 4 4 100 0 0 3 2 66 33 0
15 3 3 100 0 0 4 3 75 25 0
16 1 1 0 100 0 2 3 66 33 0
17 2 2 100 0 0 2 0 0 100 0
18 4 1 25 75 0 2 2 100 0 0
19 5 3 60 40 0 2 0 0 100 0
20 3 2 66 33 0 2 2 100 0 0
21 2 2 100 0 0 2 2 100 0 0
22 5 4 80 20 0 3 3 100 0 0
23 2 1 50 50 0 4 1 25 75 0
24 2 1 50 50 0 3 2 66 33 0
25 0 0 100 0 0 3 3 100 0 0
26 2 2 100 0 0 3 2 66 33 0
Note : A = Researcher
B = The independent judge
_  .  Number of words which A and B both highlighted
Degjnee or agreement = ------------------------------------------------------------- x 100
Total number of wards highlighted by A and B
The average of the degree of overall agreement = 68 %
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4 3 75 25 0 3 4 75 25 0 75
3 2 66 33 0 3 3 100 0 0 54
3 3 100 0 0 3 3 50 50 0 50
2 1 50 50 0 2 2 100 0 0 71
2 2 33 66 0 1 1 100 0 0 56
4 3 75 25 0 3 3 100 0 0 94
3 3 100 0 0 2 2 33 66 0 71
1 1 100 0 0 1 1 100 0 0 100
2 1 50 50 0 2 2 100 0 0 88
0 1 0 100 0 1 1 100 0 0 58
1 2 50 50 0 3 3 100 0 0 66
1 2 0 100 0 3 2 33 66 0 42
3 2 66 33 0 2 2 33 66 0 75
3 1 33 66 0 3 3 100 0 0 75
2 1 50 50 0 4 2 50 50 0 69
2 2 100 0 0 3 2 66 33 0 58
2 1 50 50 0 4 3 75 25 0 56
2 1 50 50 0 1 1 100 0 0 69
2 1 50 50 0 3 2 66 33 0 44
3 2 66 33 0 1 0 0 100 0 58
3 2 66 33 0 3 3 100 0 0 92
2 1 50 50 0 3 3 100 0 0 83
3 2 66 33 0 4 1 25 75 0 42
3 1 33 66 0 3 1 33 66 0 46
2 2 100 0 0 2 2 100 0 0 1 0 0
2 2 100 0 0 1 2 50 50 0 79
Degree o f  Initial disagreement
_ N o. o f  different words highlighted by A  and B before discussion  ̂  ̂̂  
Total number o f  words highlighted by A  and B
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Appendix 4a
The results of the analysis of the C-QOL
1) The C hild’s form
Table 4a: Distribution of answers by percentage, mean, standard deviation and rank o f items 

























1. pain and 
discomfort 1 *
25.7 25.7 31.4 5.7 11.4 3.49 1.27 50
3. energy and fatigue 1 0 11.4 22.9 28.6 37.1 3.91 1.04 26
5. energy and fatigue 
3 *
17.1 14.3 31.4 20.0 17.1 2.94 1.33 59
6. energy and fatigue 4 2.9 11.4 22.9 28.6 34.3 3.80 1.13 32
7. sleep and rest 1 5.7 11.4 22.9 40.0 20.0 3.57 1.12 47
8. sleep and rest 2 2.9 2.9 34.3 34.3 25.7 3.77 0.97 34
10. positive feeling 1 2.9 17.1 34.3 25.7 20.0 3.43 1.09 51
13. Learning 1 8.6 5.7 28.6 34.3 22.9 3.57 1.17 46
14. learning 2 * 25.7 25.7 28.6 14.3 5.7 3.51 1.20 49
15. self - esteem 1 5.7 14.3 25.7 22.9 31.4 3.60 1.24 43
16. self - esteem 2 2.9 5.7 22.9 14.3 54.3 4.11 1.13 10
17. body image 1 2.9 2.9 17.1 42.9 34.3 4.03 0.95 16
18. body image 2 * 45.7 22.9 17.1 0 14.3 3.86 1.40 28
22. mobility 2 2.9 8.6 11.4 37.1 40.0 4.03 1.07 14
23. activities o f daily 
living 1
0 5.7 34.3 40.0 20.0 3.74 0.85 35
25. medical
dependence 1 *
11.4 8.6 20.0 34.3 25.7 2.46 1.29 62
27. drug dependence 
1 *
48.6 8.6 20.0 17.1 5.7 3.77 1.37 33
28. drug dependence 
2 *
31.4 5.7 17.1 14.3 31.4 2.91 1.67 60
29. work capacity 1 5.7 25.7 34.3 22.9 11.4 3.09 1.09 57
32. personal 
relationships 1
2.9 5.7 25.7 22.9 42.9 3.97 1.10 20
34. social support 2 2.9 11.4 34.3 28.6 22.9 3.57 1.07 45
36. physical safety 1 2.9 5.7 37.1 34.3 20.0 3.63 0.97 42
39. home environment
2
0 5.7 14.3 31.4 48.6 4.23 0.91 6
40. financial 
resources 1
0 8.6 37.1 37.1 17.1 3.63 0.88 41
42. health care 
availability 1
2.9 11.4 22.9 28.6 34.3 3.80 1.13 31
43. health care 
availability 2
5.7 11.4 25.7 34.3 22.9 3.57 1.14 44
45. Opportunities for 
acquiring new 
information 2
2.9 17.1 40.0 25.7 14.3 3.31 1.02 53
47. Opportunities for 
recreation 1
2.9 2.9 20.0 31.4 42.9 4.09 1.01 12
49. physical
environment 1 *


























51. transport 1 0 8.6 22.9 40.0 28.6 3.89 0.93 27
53. religion 1 2.9 2.9 28.6 25.7 40.0 3.97 1.04 17
55. religion 3 0 0 34.3 34.3 31.4 3.97 0.82 21
56. the right to speak 
out 1
11.4 2.9 45.7 25.7 14.3 3.29 1.13 55
57. the right to speak 
out 2
0 11.4 31.4 37.1 20.0 3.66 0.94 38
59. the right to have 
an identity 1
2.9 0 11.4 37.1 48.6 4.29 0.89 3
60. the right to have 
an identity 2
2.9 0 14.3 34.3 48.6 4.26 0.92 4
Note : * = negative response item ( 1=5, 2=4, 3=3, 4=2 and 5=1)
Table 4a: Distribution of answers by percentage, mean, standard deviation and rank o f item which 
has evaluative response scale
1 2 3 4 5
Item number/ Very Poor Neither Good Very X S.D Rank
facet poor (%) poor nor (%) good
(%) good (%)
(%)
61. general quality of 
life 1
2.9 5.7 17.1 54.3 20.0 3.83 0.92 30
Table 4a: Distribution of answers by percentage, mean, standard deviation and rank o f items 






























4. energy and 
fatigue 2
11.4 0 17.1 37.1 34.3 3.83 1.25 29
21. mobility 1 2.9 2.9 14.3 31.4 48.6 4.20 0.99 8
24. activities of 
daily living 2
0 2.9 11.4 40.0 45.7 4.29 0.79 2
30. working 
capacity 2
0 0 14.3 40.0 45.7 4.31 0.72 1
31. personal 
relationship 1
2.9 0 22.9 20.0 54.3 4.23 1.00 7
33. social 
support 1
5.7 2.9 17.1 37.1 37.1 3.97 1.10 19
38. home 
environment 1
2.9 5.7 17.1 40.0 34.3 3.97 1.01 18
41. financial 
resources 2



































2.9 2.9 20.0 45.7 28.6 3.94 0.94 22
50. physical 
environment 2
5.7 5.7 22.9 42.9 22.9 3.71 1.07 36
52. transport 2 0 2.9 14.3 54.3 28.6 4.09 0.74 11
54. religion 2 0 2.9 14.3 40.0 42.9 4.23 0.81 5
58. the right to 
speak out 3
0 2.9 22.9 40.0 34.3 4.06 0.84 13
62. general 
quality of life 2
0 11.4 11.4 40.0 37.1 4.03 0.98 15
Note : * = negative response item ( 1=5, 2=4, 3=3, 4=2 and 5=1)
Table 4a: Distribution of answers by percentage, mean, standard deviation and rank of items 





















2. pain and 
discomfort 2 *
5.7 54.3 17.1 11.4 11.4 3.31 1.13 54
9. sleep and rest 3 0 17.1 17.1 20.0 45.7 3.94 1.16 23
11. positive feeling 2 5.7 11.4 22.9 31.4 28.6 3.66 1.19 40
12. positive feeling 3 0 14.3 17.1 28.6 40.0 3.94 1.08 24
19. negative feeling 1 * 11.4 42.9 22.9 14.3 8.6 3.34 1.14 52
20. negative feeling 2 * 34.3 22.9 28.6 5.7 8.6 3.69 1.25 37
26. medical
dependence 2 *
8.6 28.6 42.9 11.4 8.6 3.17 1.04 56
36. social support 3 0 8.6 31.4 20.0 40.0 3.91 1.04 25
37. physical safety 2 11.4 11.4 17.1 20.0 40.0 3.66 1.41 39
44. opportunities for 
acquiring new 
information 1
5.7 11.4 28.6 31.4 22.9 3.54 1.15 48
48. opportunities for 
recreation 2
5.7 34.3 22.9 25.7 11.4 3.03 1.15 58
Note : * = negative response item ( 1=5, 2=4, 3=3, 4=2 and 5=1)
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2) The Carer’s form
Table 4b: Distribution of answers by percentage, mean, standard deviation and rank of items

























1. pain and 
discomfort 1 *
6.7 16.7 23.3 46.7 6.7 2.70 1.06 53
3. energy and 
fatigue 1 *
0 0 50.0 33.3 16.7 3.67 0.76 33
5. energy and fatigue 3 0 13.3 33.3 26.7 26.7 2.33 1.03 58
6. energy and fatigue 4 3.3 6.7 30.0 46.7 13.3 3.60 0.93 39
7. sleep and rest 1 3.4 6.9 48.3 34.5 6.9 3.34 0.86 44
8. sleep and rest 2 3.4 3.4 34.5 51.7 6.9 3.55 0.83 40
10. positive feeling 1 3.4 6.9 27.6 48.3 13.8 3.62 0.94 38
13. learning 1 0 10.3 41.4 41.4 6.9 3.45 0.78 42
14. learning 2 * 0 17.2 31.0 31.0 20.7 2.45 1.02 57
15. self - esteem 1 0 0 27.6 55.2 17.2 3.90 0.67 22
16. self - esteem 2 0 0 3.4 3.4 93.1 4.90 0.41 1
17. body image 1 3.4 0 20.7 51.7 24.1 3.93 0.88 21
18. body image 2 * 3.4 3.4 13.8 31.0 48.3 1.83 1.04 61
22. mobility 2 3.4 0 13.8 34.5 48.3 4.24 0.95 9
23. activities of daily 
living 1
3.4 3.4 37.9 34.5 20.7 3.66 0.97 34
25. medical
dependence 1 *
6.9 31.0 31.0 31.0 0 3.14 0.95 47
27. drug dependence 
1*
3.4 3.4 6.9 17.2 69.0 1.55 1.02 62
28. drug dependence 
2 *
13.8 10.3 3.4 24.1 48.3 2.17 1.49 59
29. work capacity 1 3.4 55.2 24.1 3.4 13.8 2.69 1.11 54
32. personal 
relationships 1
0 3.4 6.9 37.9 51.7 4.38 0.78 5
34. social support 2 6.9 20.7 44.8 24.1 3.4 2.97 0.94 51
36. physical safety 1 3.4 13.8 41.4 31.0 10.3 3.31 0.97 45
39. home environment
2
0 0 17.2 44.8 37.9 4.21 0.73 12
40. financial 
resources 1
0 6.9 44.8 34.5 13.8 3.55 0.83 41
42. health care 
availability 1
3.4 6.9 20.7 37.9 31.0 3.86 1.06 25
43 health care 
availability 2
6.9 3.4 41.4 37.9 10.3 3.41 0.98 43
45. Opportunities for 
acquiring new 
information 2
3.4 10.3 62.1 20.7 3.4 3.10 0.77 48
47. Opportunities for 
recreation 1
0 0 13.8 41.4 44.8 4.31 0.71 6
49. physical
environment 1 *
13.8 27.6 24.1 13.8 20.7 3.00 1.36 49
51. transport 1 0 6.9 17.2 51.7 24.1 3.93 0.84 20


























55. religion 3 0 6.9 37.9 17.2 37.9 3.86 1.03 24
56. the right to speak 
out 1
17.2 13.8 20.7 34.5 13.8 3.14 1.33 46
57. the right to speak 
out 2
0 13.8 27.6 41.4 17.2 3.62 0.94 37
59. the right to have 
an identity 1
0 3.4 17.2 34.5 44.8 4.21 0.86 11
60. the right to have 
an identity 2
0 0 6.9 24.1 69.0 4.62 0.62 3
Note : * = negative response item ( 1=5, 2=4, 3=3,4=2 and 5=1)
Table 4b: Distribution of answers by percentage, mean, standard deviation and rank of items 
























61. general quality 
o f life 1
3.4 0 24.1 55.2 17.2 3.83 0.85 27
Table 4b: Distribution of answers by percentage, mean, standard deviation and rank o f items 





























4. energy and 
fatigue 2
0 0 20.0 53.3 26.7 4.07 0.69 18
21. mobility 1 0 3.4 3.4 41.4 51.7 4.41 0.73 4
24. activities of 
daily living 2
0 3.4 10.3 55.2 31.0 4.14 0.74 14
30. working 
capacity 2
0 6.9 10.3 69.0 13.8 3.90 0.72 23
31. personal 
relationships 1
0 0 6.9 17.2 75.9 4.69 0.60 2
33. social support 
1
0 0 13.8 62.1 24.1 4.10 0.62 16
38. home
environment 1
3.4 0 6.9 65.5 24.1 4.07 0.80 17
41. financial 
resources 2
0 3.4 6.9 48.3 41.4 4.28 0.75 7
46. opportunities 
for acquiring new 
information 3

































6.9 0 20.7 55.2 17.2 3.76 0.99 30
52. transport 2 0 3.4 3.4 55.2 37.9 4.28 0.70 8
54. religion 2 0 0 17.2 51.7 31.0 4.14 0.69 13
58. the right to 
speak out 3
0 3.4 3.4 58.6 34.5 4.24 0.69 10
62. general 
quality o f life 2
0 6.9 6.9 65.5 20.7 4.00 0.76 19
Table 4b: Distribution of answers by percentage, mean, standard deviation and rank o f items 

























30.0 43.3 6.7 2.73 1.08 52
9. sleep and rest 3 3.4 10.3 31.0 20.7 34.5 3.72 1.16 32
11. positive feeling 2 0 13.8 20.7 55.2 10.3 3.62 0.86 36
12. positive feeling 3 0 3.4 27.6 48.3 20.7 3.86 0.79 26
19. negative feeling 
1 *
3.4 10.3 31.0 48.3 6.9 2.55 0.91 56
20. negative feeling 
2 *
0 6.9 13.8 55.2 24.1 2.03 0.82 60
26. medical
dependence 2 *
3.4 17.2 13.8 65.5 0 2.59 0.91 55
36. social support 3 0 17.2 20.7 34.5 27.6 3.72 1.07 31
37. physical safety 2 3.4 24.1 17.2 17.2 37.9 3.62 1.32 35
44. opportunities for 
acquiring new 
information 1
3.4 3.4 31.0 37.9 24.1 3.76 0.99 29
48. opportunities for 
recreation 2
3.4 37.9 27.6 20.7 10.3 2.97 1.09 50




Table 4c: Details on how the final decision was taken and changes made to devise the revised 
version o f the C-QOL
Item
No.






1. rewrite -poor item-total correlation and 
discrimination index in both forms, 
so it had to be discarded 
- It is a double-barrelled question 
(asks about both pain and 
discomfort), so it should be 
rewritten to ask only about one 
concept, pain.
-How much are you in 
pain from wounds or 
sickness?
1
2. rewrite - poor item-total correlation and 
discrimination power, so it had to be 
discarded
- The aspect o f discomfort which 
was separated from item no. 1 needs 





3. omit - good item-total correlation and 
quite good discrimination index but 
it can be covered in item No. 4 and
6.
4. improve - very good discrimination power.
- The item-total correlation 
coefficient in children’s form is 
good and in carer’s form is 
acceptable.
- change the word from 
happy to satisfied.
3
5. discard - poor item-total correlation and 
discrimination power in both forms.
6. improve - good item-total correlation and 
discrimination power in children’s 
form.
- change the word from 
energy to strength 
because in Thai the 
word “energy” is more 
difficult to understand 
than “strength”.
4
7. improve - good item-total correlation and the 
discrimination index is acceptable in 
children’s form.
- simplify the question 
in Thai from “How 
fresh do you feel..?” to 
“Do you feel fresh...?”.
5
8. accept - good item-total correlation and 
discrimination power in both forms.
6
9. discard - poor item-total correlation and 
discrimination power in both forms.
10. accept - good item-total correlation in both 
forms and the discrimination index 











11. accept - good item-total correlation in both 
forms and the discrimination index 
is acceptable in children’s form.
8
12. omit - good item-total correlation and 
discrimination power.
- It has similar meaning to item No. 
11., but being often good-tempered 
may reflect the good QOL of a 
person than being often joyful or 
cheerful.
13. rewrite - poor item-total correlation and 
discrimination power
- The question ‘ how easy’ might be 
difficult to decide so it would be 
better to ask ‘ how well’.
- How well do you 
remember what you 
have learned?
9
14. improve - good item-total correlation and the 
discrimination index is acceptable in 
children’s form.
- change the question 
from “How tired or 
stressed are you..?” to 




15. accept - good item-total correlation and the 
discrimination index is acceptable in 
both forms.
11
16. accept - good item-total correlation and 
very good discrimination power in 
children’s form.
12
17. accept - good item-total correlation in both 
forms and the discrimination index 
is acceptable in children’s form.
13
18. rewrite - poor item-total correlation and 
discrimination power in both forms.
- The item needs to be rewritten to 
ask in a positive and simple way.
- When you are dressed, 
how much are you 
satisfied with your 
appearance?
14
19. rewrite in Thai 
version
- poor item-total correlation and 
discrimination power in both forms.
- There might be misinterpretation 
o f the word “moody” in Thai.
- change the word in 
Thai to have closer 
meaning to “moody” 
(easily irritated).
15
20. rewrite in Thai 
version
- good item-total correlation but 
poor discrimination power in 
children’s form.
- There might be misinterpretation 
o f the word “sad” in Thai in the 
children’s opinion.
- change the word “sad” 
in Thai from feeling 
blue to unhappiness 
over loss or wrong 
doing.
16
21. accept - good item-total correlation and 











22. accept - good item-total correlation and the 
discrimination index is acceptable.
- change the word 
“move” in Thai to have 
the closer meaning to 
“move around” .
18
23. accept - good item-total correlation and 
discrimination power.
19
24. accept - good item-total correlation and 
discrimination power.
20
25. rewrite - poor item-total correlation in both 
forms.
- It has a negative discrimination 
index. (Children may think that 
taking medicine will help them get 
better quickly, so the need to take 
medicine when they are sick does 
not reflect their poor QOL.)
- The question may ask too many 
concepts, so it should be rewritten to 
ask only one concept.
-How often do you need 
to see a doctor ?
21
26. rewrite - poor item-total correlation and 
discrimination power in children’s 
form. The children might not 
understand the question clearly.
- The question should be improved 
by adding the examples of taking 
medicine.
- Examples were added.
- How often do you 
need to take medicine? 
(in pill, solution, cream, 
injection, inhalation or 
other means)
22
27. improve - good item-total correlation and 
discrimination power in children’s 
form but not in carer’s form 
-The word ‘affected’ in Thai might 
be offensive in carers’ opinion
-simplified the word 
“affected” in Thai to 
have the inoffensive 
meaning
23
28. rewrite -poor item-total correlation in 
children’s form but good in carer’s 
form.
- The discrimination index is 
acceptable in children’s form.
- There might be some problem with 
understanding the word “affect” 
according to the comments of 
sample.
- change the word 
“affect” to “disturb” in 
both English and Thai 
version and rewrite the 
sentence in Thai
24
29. rewrite - poor item-total correlation and 
discrimination power in both forms - 
This aspect o f the facet needs to be 
asked, so the question should be 
rewritten.
-How much are you 
able to help your 
parents by doing some 
house work ?
25
30. accept - good item-total correlation and 
discrimination power.
26
31 accept - good item-total correlation and 












32. accept - good item-total correlation and 
discrimination power in both forms.
28
33. accept - good item-total correlation and 
discrimination power in both forms.
29
34. omit - poor item-total correlation in 
children’s form but very good 
discrimination power
- It is more meaningful for a child to 
be happy with friends (item no. 33) 
and to have a friend to play with 
(item no. 35) than to get help from 
friends.
35. accept - good item-total correlation and 
discrimination index is acceptable in 
both forms.
30
36. accept - good item-total correlation and 
discrimination power in both forms.
31
37. improve - good item-total correlation and 
discrimination power in children’s 
form.
- The examples of safety behaviour 
should cover all groups of children. 
Some children may have no 
experience in the examples given, so 
an example which is relevant to 
construction workers’ children is 
added.
e.g...., not play near the 
construction site.
32
38. accept - good item-total correlation and 
discrimination power.
33
39. accept - good item-total correlation and 
discrimination power in both forms.
34
40. accept - good item-total correlation but the 
discrimination index is acceptable in 
children’s form only.
35
41. accept - good item-total correlation but the 
discrimination index is acceptable in 
children’s form only.
-poor discrimination index o f both 
items in financial resources (no. 40 
and 41) in carer’s form may suggest 
that there was some pretence, thus 
causing the same results from the 
high scorers and the low scorers.
36
42. accept - good item-total correlation and the 














43. rewrite in Thai 
version
- fair item-total correlation and the 
discrimination index.
- The sentence in Thai version might 
not be simplified enough, so it 
should be rewritten.
38
44. accept - good item-total correlation and 
discrimination power.
39
45. discard - poor item-total correlation and 
discrimination power in both forms.
46. improve - good item-total correlation.
- The discrimination index in 
children’s form is low but it is 
acceptable in carer’s form so the 
question should be improved in the 
Thai version.
40
47. omit and rewrite - Although it has good item-total 
correlation coefficient and 
discrimination index in both forms, 
it is very similar to item No. 33, 
which belongs to social support 
facet, so it has to be omitted.
- The item should be rewritten to ask 
about other aspects o f leisure 
activities.
- How much do you 
enjoy the way you 
spend your free time 
such as playing games, 
watching TV, reading, 
drawing, etc.?
41
48. improve - good item-total correlation and the 
discrimination index is acceptable.
- Add the word “nice” 
to the question.
- How often do you 
have a chance to visit 
some nice places?
42
49. rewrite - poor item-total correlation, and 
poor discrimination index in carer’s 
form.
- According to the comments from 
the sample, the question is not clear 
in meaning, so it should be 
rewritten.
- To what extent does 
your daily life get 
involved with these 
kinds of environment? 
(e.g., rubbish pile, 
polluted water, dust, 
car-exhaust, noise, etc.)
43
50. accept - good item-total correlation and the 
discrimination index is acceptable in 
both forms.
44
51. improve - The item-total correlation in 
children’s form is fair but is very 
good in carer’s form.
- The discrimination index is 
acceptable in both forms.
- simplify the question 
in Thai
45
52. improve - good item-total correlation and the 
discrimination index is acceptable in 
both forms.












53. accept - good item-total correlation and 
discrimination index in both forms.
47
54. accept - good item-total correlation and 
discrimination index in children’s 
form.
48
55. omit - good item-total correlation and the 
discrimination index is acceptable.
- The question contains the value­
laden word, ‘...make your life 
meaningful’, which might be 
difficult for children to understand, 
so it is better to keep item No. 53 
and omit this item.
56. discard - good item-total correlation and 
discrimination power in carer’s 
form, but poor in children’s form.
57. accept - good item-total correlation and the 
discrimination index is acceptable in 
children’s form.
49
58. accept - good item-total correlation and 
discrimination power in both forms.
50
59. accept - good internal consistency and the 
discrimination index is acceptable in 
both forms.
51
60. rewrite - Although it has good item-total 
correlation and discrimination 
power in children’s form, it doesn’t 
measure the quality of life directly. 
Therefore, the item should be 
rewritten.
-If anybody asked you, 
how sure are you that 
you can tell them your 
name, surname, and 
address?
52
61. accept - good item-total correlation and the 
discrimination index is acceptable.
53
62. accept - good item-total correlation and 
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This questionnaire asks how you feel about your quality o f life, health, 
and other areas o f life. Please answer all the questions. If  you are unsure about 
which response to give to a question, please choose the one that appears most 
appropriate. This can often be your first response.
Please think about your life in the last two weeks when you answer these 
questions. For example, a question might ask:
How much are you in pain from wounds or sickness?
<1 b © © ©
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
You should make a tick on the choice that best fits how much you are in pain 
during the last two weeks. So you would make a tick on the choice “Very 
much” like the example below if  you had very much pain during the last two 
weeks.
<1 b © f j /
Not at all Not much Moderately Vecy much Extremely
1 2 3 \ 7  4 5
I hope that you enjoy answering the following questions. Thank you for your 
cooperation.
✓  ✓  ✓
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1 .* How much are you in pain from wounds or sickness?
<1 b b f }
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
2 *  How much are you uncomfortable?
b b ©
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
3. How satisfied are you with your strength?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
4. To what extent does your strength allow you to be able to play as you want?
& © b
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
5. Do you feel fresh after you wake up in the morning?
<1 b b
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
6. Can you get enough rest?
<1 © f j $
Not at all Not much M oderately Very much Completely
1 2 3 4 5
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7. How much do you think that you are good-tempered?
<1 © f }
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
8. How often are you good-tempered?
0 0  0 0  0  0 0  0  0  0 © 0 0 0 0
Never Seldom Quite often Very often Always
1 2 3 4 5
9. How well do you remember what you have learned?
* & © y g
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
10.How much are you proud o f yourself?
© fj
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
. How much are you valued by your parents?
<1 & b fj
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
12. How much do you like the way you look?
b b f
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
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13. When you are dressed, how much are you satisfied with your appearance?
© © © ©
Very Dissatisfied Neither satisfied Satisfied
dissatisfied nor dissatisfied




14*. How often are you moody?
0 0 0 0 0  0 0 0 0  0 0  0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
15*. How often are you sad?
0 0  0 0  0  0 0 0 0  0 0  0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
16. How happy are you about your ability to move?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
17. How well are you able to move around?
<1 © fj n
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
18. To what extent are you able to take care o f  yourself?
<1 © g r • o
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
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19. How satisfied are you to be able to take care o f  yourself?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
20*. How often do you need to see a doctor?
0 ©  © © ©  0 © 0 0  0 ©  0  ©  ©  ©
Never Seldom Quite often Very often Always
1 2 3 4 5
21*. How often do you need to take medicine? (in pill, solution, cream,
injection, inhalation or other means)
© ©  © © 0  0 0  ©  0  © ©  0  0  ©  ©
Never Seldom Quite often Very often Always
1 2 3 4 5
22*. To what extent is your daily life affected by cigarettes or other kinds o f
addictive substances? (e.g. alcohol, glue, amphetamine)
b © f j n
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
23. How much are you able to help your parents by doing some housework?
& ©
y g
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
24. How much are you happy with your ability to help?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5 *
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25. How happy are you with the love o f your parents?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
26. How much do you feel your family is close together?
* l b © j g
Not at all Not much M oderately Very much Extremely
1 2 3 4 5
27. How happy are you to be with your friends?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
28. Do you always have a friend to play with when you need?
0 0 0 0 0  0 0  0  0  0 0  0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
29. How much do you feel safe in your everyday life?
< ? b f j
Not at all Not much Moderately Very much Completely
1 2 3 4 5
30. How regular are you in being careful about your safety? (e.g. fastening 
seat-belt, crossing the road at a Zebra crossing or a cross-over bridge, not play 
near the construction site)
0 0  0 ©  0  0 0  0  0  © 0  0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
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31. How happy are you with the place you live now?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5 *
32. How much does your home provide comfort for you?
b ©
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
33. Can your parents buy for you all the necessary things that you need?
b b $
Not at all Not much Moderately Very much Completely
1 2 3 4 5
34.How much are you satisfied with the things that are provided by your
parents?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
35. How easily are you able to see a doctor when you are sick?
b b
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
36. How much do you like the way they treat you at the health centre or
hospital that your parents usually take you to?
< ? © b <5
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
252
37. How often do you have the chance to watch news or educational 
programmes on television?
0 0  0 0  0  0 0  0  0  0 0  0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
38. How satisfied are you with the information you get from watching news or
educational programmes?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
39.How much do you enjoy the way you spend your free time? (e.g. playing
games, watching TV, reading, drawing etc.)
b © f
4 3
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
40. How often do you have a chance to visit some nice places?
0 ©  0 0 0  0 0  0  0  0 © 0  0  0  0
Never Seldom Quite often Very often Always
1 2 3 4 5
41. How happy are you with the environment around you?
© © © © ©
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
42. How convenient is it for you to go where you want?
< 1 © f j 43
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
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43. How satisfied are you with the mode o f  transport that your family usually
uses?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
44. To what extent does your religion make you happy?
<1 6 © W
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
45. How satisfied are you with your religious practice e.g. praying, giving food
to a monk, going to a temple or church or mosque?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
46. To what extent are you allowed to express your ideas when you want to?
6 © f j
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
47. How satisfied are you to be able to speak out when you want to?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
48. How much do you appreciate being a Thai citizen?
<1 b ©
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
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49. If  anybody asked you, how sure are you that you can tell your name, 
surname and address to them?
© f } $
Not at all Not much Moderately Very much Completely
1 2 3 4 5
50. How is your general quality o f life?
<1 b © b • 0
Very poor Poor Neither poor Good Very good
nor good
1 2 3 4 5
51. How satisfied are you with your health?
© © © © ©
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
You are a □  boy ©
□  girl ©
You are 00 0 O years old.




Date o f  administration __/ ___ /
Time 1 / Time 2
Carer’s form
QOL QUESTIONNAIRE
for carers of children aged 5 -8  years
UK WHOQOL Centre 
Department of Psychology 
University of Bath 
England
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This questionnaire was designed for a mother or a father or someone who 
has taken the major role in taking care o f the child aged 5-8 years. It 
com prises o f three parts. The first part is asking about some personal 
inform ation o f your child and your family. The second part is asking 
about the quality o f life o f your child from your point o f  view. Please answer 
the questions only for your child who answers the other form o f the 
questionnaire, not for any others. And the third part is asking about how 
im portant various aspects o f life are for your child’s quality o f  life.
Part 1 : Personal information
1. The child’s age is ©  ©  ©  or ©  years?
2. The child’s sex
□  Male □  Female
3. W hat does the child do during the day?
□  Stays at home
□  Has a place in day care centre run by the construction company
□  Attends a kindergarten
□  Attends a primary school
4. what other activities does the child do?
□  takes some extra study courses ______________  hrs./week
□  takes courses on music or art ---------------------- hrs./week
□  takes courses or practice sport -----------------------hrs./week
□  has got some certain work to do (do not include housework) 
------------ hrs./week and please specify that work -------------------
□  do some housew ork -------------- hrs./week , please specify---------
□  just spends his/her free time as he/she wants
5. How many other children do you have at home?
□  no other children
 □ _____________ children (please insert number)
6. How many adults responsible for this child’s upbringing and care are 
there in the household? (can choose more than one choice)
□  both father and mother
□  only mother or father
□  other relative(s) _______ person(s)
□  other people (please specify)______________________ person(s)
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7. Your relationship with the child
□  mother
□  father
□  relative (please specify) ________________
□  other (please specify)______________________
8. Your age is ____________________years
9. Your education (please tick one)
□  no education
□  primary school
□  secondary school
□  vocational school
□  University
□  post- graduate
10. Your occupation (please tick one)
□  housewife
□  governm ent official
□  employee in private company/state enterprise
□  run your own business
□  daily allowance employee
□  other (please sa y )______________________
11. Your own income (baht/month)
□  no income
□  < 5,000
□  5,001 - 10,000
□  10,001 - 20,000
□  20,001 -30 ,000
□  30,001 -40 ,000
□  40,001 -50 ,000
□  > 50,000
12. If you are employed
How many hours do you work in a normal working week (not including 
household duties)? Include your extra hours or overtime.
hrs./week
258
13. How long do you spend travelling to and from work?
If you deliver/collect your child on the way, include the time taken.
Total time spent in travel/day_________ hrs.________ mins.
14. What kind o f  school is your child studying in?
□  government school
□  private school
□  school or day care centre run by the construction company
□  day care centre run by government sector or NGO
15. H ow does your child go to school or day care centre?
□  walking/cy cling
□  school bus
□  your delivery/family’s car delivery
□  public transport
16. How long does your child spend travelling to and from school each day?
in the m orning__________ hrs._________ mins.
in the evening __________ hrs._________ mins.
17. Your husband/wife education (please tick one)
□  no education
□  primary school
□  secondary school
□  vocational school
□  University
□  post- graduate
18. Your husband/wife occupation (please tick one)
□  housewife
□  government official
□  employee in private company/state enterprise
□  run his/her own business
□  daily allowance employee
□  other (please sa y )______________________
19. Your husband/wife income (baht/month)
□ no income
□ < 5,000
□ 5,001 - 10,000
□ 10,001 -20 ,000
□ 20,001 -30 ,000
□ 30,001 -40 ,000
□ 40,001 -50 ,000
□ > 50,000
20. What are your average expenses per month for rearing this child? 
(including food, clothes, education, medical expenses etc.)
□  ^ 1,000 baht/month
□  1,001 - 5,000
□  5,001 - 10,000
□ > 10,000
21. Approximately what are your average expenses per month for all member 
o f your family?
□  < 10,000 baht/month
□  10,001 - 20,000
□  20,001 -30 ,000
□  30,001 -40 ,000
□  40,001 -50 ,000
□  > 50,000
22. Type o f  your house or place o f  living
□  Detached/semi- detached house
□  Apartment/flat/condominium
□  A room provided by the construction company
□  Other (please sa y )________________________




24. I f  yes, what was his/her sickness? (can tick more than one)
□  Mild illness (sickness that needs treatment or rest not more 
than 7 days)
□  Acute conditions (sickness that needs treatment or rest 
7 - 9 0  days)
□  Chronic disease (disease or condition which causes sickness 
or discomfort for a long period o f  time e.g. asthma, allergy)
These following questions are asking the construction workers only.
25. How long have you been living in Bangkok?
_________ month o r ___________ year
26. How long have you been living as a construction worker in Bangkok? 
_________ month or _________  year
27. What province are you from?
end of part one
Part 2 : Your child’s quality of life
Instructions
This questionnaire asks how you feel about your child’s quality o f  life, 
health, and other areas o f life. Please answer all the questions. If you are 
unsure about which response to give to a question, please choose the one that 
appears most appropriate. This can often be your first response.
Please think about the life o f  your child in the last two weeks when you 
answer these questions. For example, a question might ask:
How much are your child in pain from wounds or sickness?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
You should make a tick on the choice that best fits how much you think your 
child are in pain during the last two w eeks. So you would make a tick on the 
choice “Very much” like the example below if  you think he/she had very 
much pain from wounds or sickness during the last two weeks.








I hope that you enjoy answering the following questions. Thank you for your 
cooperation.
1. How much is your child in pain from wounds or sickness?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
H ow much is your child uncomfortable?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
3. H ow satisfied is he/she with his/her strength?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
4. To what extent does his/her strength allow your child to be able to play 
as he/she wants?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
5.D oes he/she feel fresh after he/she wakes up in the morning?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
6. Can he/she get enough rest?
N ot at all Not much Moderately Very much Completely
1 2 3 4 5
7. H ow much do you think that he/she is good-tempered?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
How often is he/she good-tempered?
Never Seldom Quite often Very often Always
1 2 3 4 5
9. How well does your child remember what he/she has learned?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
10. How much is your child proud o f  him/herself?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
11. How much is your child valued by you and your husband/wife?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
12. How much does your child like the way he/she looks?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
13. When he/she is dressed, how much is he/she satisfied with his/her 
appearance?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
14. How often is he/she moody?
Never Seldom Quite often Very often Always
1 2 3 4 5
15. How often is he/she sad?
Never Seldom Quite often Very often Always
1 2 3 4 5
16. How happy is your child about his/her ability to move?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
17. H ow well is he/she able to move around?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
18. To what extent is your child able to take care o f  him/herself?
Not at all Not much Moderately Very much
1 2 3 4
Completely
5
19. H ow satisfied is he/she to be able to take care o f  him/herself?
Very Dissatisfied Neither satisfied Satisfied
dissatisfied nor dissatisfied




20. H ow often does he/she need to see a doctor?
Never Seldom Quite often Very often Always
1 2 3 4 5
21. How often does he/she need to take medicine? (in pill, solution, cream, 
injection, inhalation or other means)
Never Seldom Quite often Very often Always
1 2 3 4 5
22. To what extent is his/her daily life affected by cigarettes or other kinds 
o f  addictive substances? (e.g. alcohol, glue, amphetamine)
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
23. How much is he/she able to help you by doing some housework?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
24. H ow much is he/she happy with his/her ability to help?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
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25.How happy is your child with the love that you and your 
husband/wife give?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
26. How much do you feel your family is close together?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
27. How happy is he/she to be with his/her friends?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
28. Does your child always have a friend to play with when he/she needs?
Never Seldom Quite often Very often Always
1 2 3 4 5
29. How safe do you feel your child is in his/her everyday life ?
Not at all Not much Moderately Very much Completely
1 2 3 4 5
30. How regular is he/she in being careful about his/her safety? (e.g. fastening 
seat-belt, crossing the road at a Zebra crossing or a cross-over bridge, not 
play near the construction site)
Never Seldom Quite often Very often Always
1 2 3 4 5
31. How happy is your child with the place he/she lives now?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2  3 4 5
32. How much does your home provide comfort for your child?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
33. Can you buy for him/her all the necessary things that he/she needs?
Not at all Not much Moderately Very much Completely
1 2 3 4 5
34. How much is he/she satisfied with things you provide?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
35. How easily is your child able to see a doctor when he/she is sick?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
36. How much does he/she like the way that the health personnel treat 
him/her at the health centre or hospital that you usually take him/her to?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
37.H ow often does he/she have the chance to watch news or educational 
programmes on television?
Never Seldom Quite often Very often Always
1 2 3 4 5
38. How satisfied is your child with the information he/she gets from 
watching news or educational programmes?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
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39. How much does he/she enjoy the way he/she spends his/her free time? 
(e.g. playing games, watching TV, reading, drawing etc.)
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
40. How often does he/she have a chance to visit some nice places?
Never Seldom Quite often Very often Always
1 2 3 4 5
41. How happy is your child with the environment around him/her?
Very Unhappy Neither happy Happy Very
Unhappy nor unhappy happy
1 2 3 4 5
42. How convenient is it for him/her to go where he/she wants?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
43. How satisfied is he/she with the mode o f  transport that your family 
usually uses?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
44. To what extent does his/her religion make him/her happy?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
45. How satisfied is he/she with his/her religious practice e.g. praying, giving  
food to a monk, going to a temple or church or mosque?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
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46. To what extent is he/she allowed to express his/her ideas when he/she 
wants to?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
47. How satisfied is your child to be able to speak out when he/she wants to?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
48. How much does he/she appreciate being a Thai citizen?
N ot at all Not much Moderately Very much Extremely
1 2 3 4 5
49. If anybody asked him/her, how sure are you that he/she can tell his/her 
name, surname and address to them?
Not at all Not much Moderately Very much Extremely
1 2 3 4 5
50. How is your child’s general quality o f  life?
Very poor Poor Neither poor Good Very good
nor good
1 2 3 4 5
51. How satisfied is he/she with his/her health?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
end of part two
Note: The wording of the items in questionnaire part three is shown in Appendix 5d
Appendix 5b
Items, facets and domains of the C-QOL
Item number Facet Domain
\ * , 2 * 1. pain and discomfort 1. Physical
3 ,4 2. energy and fatigue
5 ,6 3. sleep and rest
7, 8 4. positive feelings 2. Psychological
9 5. thinking, learning, memory and concentration
10, 11 6. self-esteem
12, 13 7. body image and appearance
14*, 15* 8. negative feelings
16, 17 9. mobility 3. Level of dependence
18, 19 10. activities of daily living
20*, 21* 11. dependence on medication or treatment
22* 12. dependence on drugs (affected by drugs)
23 ,24 13. working capacity
25 ,26 14. personal relationships 4. Social relationships
27, 28 15. practical social support
29, 30 16. physical safety and security 5. Environmental
31,32 17. home environment
33,34 18. financial resources
35, 36 19. health and social care: availability and quality
37,38 20. opportunities for acquiring new information and 
skills
39, 40 21. participation in and opportunities for 
recreation/leisure activities
41 22. physical environment
42, 43 23. transport
44, 45 24. spirituality/religion/personal beliefs 6. Spirituality/ religion and personal 
beliefs
46, 47 25. the right to speak out and be heard 7. Child’s political rights
48 ,49 26. the right to have an identity and citizenship
50,51 QOL in general QOL in General
Note: * = negative-framed item
The shortened form for healthy children does not include items 1,2, 21 and 22
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Appendix 5c
The analysis of the C-QOL
1) The child’s form
Table 5a. 1 Distribution of the quality o f life scores by percentage; mean, standard deviation and 
rank of means o f items, which have intensity response scales
























1. pain and 
discomfort 1 *
34.1 25.8 22.2 12.1 5.8 3.70 1.22 42
2. pain and 
discomfort 2 *
40.1 32.5 17.1 7.7 2.6 4.00 1.06 23
4. energy and 
fatigue 2
3.6 6.0 23.4 31.5 35.5 3.89 1.07 29
5. sleep and rest 1 7.1 12.7 23.6 28.2 28.4 3.58 1.22 48
6. sleep and rest 2 5.4 5.0 22.8 36.3 30.4 3.81 1.09 36
7. positive 
feeling 1
2.2 9.1 34.5 28.8 25.4 3.66 1.02 46
9. learning 1 0.8 5.2 41.9 30.4 21.6 3.67 0.90 45
10. learning 2 * 46.2 22.2 18.8 5.4 7.5 3.94 1.24 26
11. self-esteem 1 1.8 6.5 20.2 31.9 39.7 4.01 1.01 22
12. self-esteem 2 1.4 0.6 5.8 17.3 74.8 4.64 0.75 3
13. body image 1 5.9 8.91 24.7 32.8 27.7 3.68 1.14 44
18. mobility 2 0.4 1.2 7.9 28.5 61.9 4.50 0.73 5
19. activities of 
daily living 1
6.0 13.9 28.2 27.6 24.2 3.50 1.17 50
23. drug
dependence 1 *
70.0 14.7 7.5 5.0 2.8 4.44 1.02 7
24. drug
dependence 2 *
70.6 10.9 6.3 4.8 7.5 4.32 1.24 9
25. work 
capacity 1
9.9 29.6 26.6 15.5 18.3 3.03 1.26 53
28. personal
relationships 2
0.2 1.8 11.7 32.7 53.6 4.38 0.78 8
31. physical 
safety 1
2.8 6.5 25.6 41.9 23.2 3.76 0.97 38
34. home
environment 2
3.4 8.9 26.0 21.6 40.1 3.86 1.14 31
35. financial 
resources 1
2.6 22.2 24.0 27.2 24.0 3.48 1.15 51
37. health care 
availability 1
5.8 8.5 24.0 33.7 28.0 3.70 1.14 43
38. health care 
availability 2
5.2 5.2 22.6 32.3 34.7 3.86 1.11 32
41. Opportunities 
for recreation 1
3.4 7.7 19.0 26.2 43.8 3.99 1.12 24
43. physical 
environment 1 *
16.1 27.2 28.4 15.9 12.3 3.19 1.24 52
45. transport 1 0.8 7.3 24.2 36.1 31.7 3.91 0.96 28
47. religion 1 0.4 4.8 19.8 31.5 43.5 4.13 0.92 16
49. the right to 
speak out 1
3.8 7.3 28.9 31.5 28.5 3.74 1.07 40
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51. the right to 
have an identity 1
0.4 0.8 5.3 17.2 76.4 4.68 0.65 1
52. the right to 
have an identity 2
3.6 8.7 22.0 28.1 37.6 3.87 1.12 30
Note: * = negative response item (1=5, 2=4, 3=3, 4=2, 5=1)
Table 5a.2 Descriptive statistics of the QOL score o f item which has evaluative response scales
1 2 3 4 5


















53. general quality 
of life 1
0.8 4.0 31.7 38.4 25.1 3.83 0.88 34
Table 5a.3 Descriptive statistics of the QOL score of items which have evaluative response scales





























3. energy and 
fatigue 1
1.8 2.8 12.5 34.5 48.4 4.25 0.91 10
14 .body 
image 2
2.2 6.3 17.6 34.4 39.5 4.03 1.01 21
17. mobility 1 0.6 0.4 .. '7.1... 27.9 64.0 4.54 0.70 4
20. activities of 
daily living 2
0.2 1.8 19.0 42.9 36.1 4.13 0.79 15
26. working 
capacity 2
1.4 2.4 15.5 40.5 40.1 4.16 0.87 13
27. personal 
relationships 1
0.2 0.6 5.2 22.0 72.0 4.65 0.63 2
29. social 
support 1
1.4 1.2 14.7 48.6 34.1 4.13 0.81 17
33. home 
environment 1
1.2 4.2 20.0 31.0 43.5 4.11 0.95 18
36. financial 
resources 2





0.8 1.4 19.8 45.2 32.9 4.08 0.81 19
44. physical 
environment 2
1.2 7.9 31.3 33.9 25.8 3.75 0.97 39
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46. transport 2 0.2 3.8 16.9 46.2 32.9 4.08 0.82 20
48. religion 2 0 1.2 17.5 42.3 38.9 4.19 0.76 12
50. the right to 
speak out 2
1.0 0.8 11.7 50.5 36.0 4.20 0.75 11
54. general 
quality o f life 2
0.2 2.0 14.1 49.9 33.7 4.15 0.75 14
Table 5a.4 Descriptive statistics of the QOL score o f items which have frequency response scales




















8. positive feeling 2 1.8 12.5 27.6 28.6 29.4 3.71 1.07 41
15. negative feeling 1 
*
18.0 50.2 14.4 9.9 7.5 3.61 1.12 47
16. negative feeling 2 
*
19.8 56.7 10.7 7.3 5.5 3.78 1.02 37
21. medical
dependence 1 *
19.6 64.3 9 3 2.4 4.4 3.92 0.88 27
22. medical
dependence 2 *
30.2 49.8 9.7 4.6 5.6 3.94 1.04 25
30. social support 2 3.6 13.1 20.0 23.6 39.7 3.83 1.19 35
32. physical safety 2 10.3 8.1 12.7 25.6 43.3 3.84 1.34 33
39. opportunities for 
acquiring new 
information 1
6.3 18.1 18.3 30.8 26.4 3.53 1.23 49
42. opportunities for 
recreation 2
6.3 39.5 20.8 19.8 13.7 2.95 1.18 54
Note : * = negative response item (1=5, 2=4, 3=3, 4=2, 5=1)
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2) The carer’s form
Table 5b. 1 Distribution of the quality o f life scores by percentage; mean, standard deviation and
rank o f means of items, which have intensity response scales


























1. pain and 
discomfort 1 *
34.3 40.7 20.2 4.4 0,4 4.04 0.87 19
2. pain and 
discomfort 2 *
40.9 41.5 12.9 3.8 0.8 4.18 0.86 12
4. energy and 
fatigue 2
0.8 3.0 23.4 42.5 30.2 3.98 0.86 25
5. sleep and rest 1 4.2 13.7 37.5 28.6 15.9 3.38 1.04 50
6. sleep and rest 2 2.2 1.8 25.8 46.6 23.6 3.88 0.87 34
7. positive 
feeling 1
0.6 6.7 40.2 37.6 14.9 3.60 0.84 46
9 . learning 1 1.0 10.5 48.3 29.3 10.9 3.39 0.85 49
10. learning 2 * 42.2 29.3 21.8 4.8 1.8 4.05 1.00 18
11 self-esteem 1 0.8 4.6 31.5 43.0 20.0 3.77 0.85 39
12. self-esteem 2 0.2 0.6 2.6 16.6 80.0 4.76 0.55 1
13. body image 1 1.0 7.1 28.9 41.1 21.9 3.76 0.91 41
18. mobility 2 0.2 0.2" 6.1 26.3 67.2 4.60 0.63 5
19. activities of 
daily living 1
6.5 13.6 35.0 32.4 12.6 3.31 1.06 51
23. drug 
dependence 1 *
78.5 11.9 4.5 3.2 1.8 4.62 0.86 4
24. drug 
dependence 2 *
83.2 7.1 5.1 2.4 2.2 4.67 0.86 2
25. work 
capacity 1
12.5 48.3 29.7 7.5 2.0 2.38 0.87 54
28. personal 
relationships 2
0.2 1.0 7.9 29.9 61.0 4.51 0.70 8
31. physical 
safety 1
1.4 5.5 35.1 40.4 17.6 3.67 0.88 43
34. home
environment 2
1.8 10.8 36.1 23.9 27.4 3.64 1.05 44
35. financial 
resources 1
0 26.0 36.1 24.1 13.8 3.26 0.99 52
37. health care 
availability 1
2.4 4.0 17.6 40.3 35.6 4.03 0.96 21
38. health care 
availability 2
0.8 2.6 22.1 45.7 28.7 3.99 0.83 24
41. Opportunities 
for recreation 1
2.0 11.1 19.0 32.8 35.0 3.88 1.07 33
43. physical 
environment 1 *
13.0 41.2 28.4 14.0 3.4 3.46 1.00 48
45. transport 1 0.2 3.2 18.9 43.0 34.7 4.09 0.82 17
47. religion 1 0.8 5.3 20.9 41.6 31.4 3.98 0.90 27
49. the right to 
speak out 1
0.2 6.3 27.9 37.8 27.9 3.87 0.90 35
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51. the right to 
have an identity 1
0.2 0.6 7.1 26.7 65.5 4.57 0.67 6
52. the right to 
have an identity 2
1.8 8"?r 18.8 31.1 39.6 3.98 1.05 26
Note: * = negative response item (1=5, 2=4,3=3, 4=2,  5=1)
Table 5b.2 Descriptive statistics of the QOL score of the item which has evaluative response scales























53. general quality o f 
life 1
0 2.8 31.1 47.7 18.4 3.82 0.76 37
Table 5b.3 Descriptive statistics o f the QOL score o f items which have evaluative response scales






























3. energy and 
fatigue 1
1.0 2.0 15.5 47.6 33.9 4.11 0.81 14
14. body image 2 0.6 4.3 24.3 43.1 27.7 3.93 0.86 30
17. mobility 1 0.2 0.8 4.3 33.6 61.1 4.55 0.64 7
20. activities of 
daily living 2
0.8 1.2 22.1 53.2 ....22.1 .. ...3.96 0.75 28
26. working 
capacity 2
2.2 2.8 24.8 52.9 17.2 3.80 0.83 38
27. personal 
relationship 1
0 0.2 4.2 28.7 66.9 4.62 0.58 3
29. social 
support 1
0 0.2 12.3 56.4 31.1 4.18 0.64 11
33. home 
environment 1
0.6 2.8 26.2 41.1 29.4 3.96 0.85 29
36. financial 
resources 2
0.2 1.4 4.3 46.5 47.7 4.40 0.66 9
40. opportunities 
for acquiring new 
information 2
0.4 0.8 26.3 53.4 19.0 3.90 0.72 31
44. physical 
environment 2
0.8 5.3 41.8 44.4 7.7 3.53 0.75 47
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46. transport 2 0.2 3.2 14.2 49.9 32.5 4.11 0.78 15
48. religion 2 0 0.8 22.3 49.3 27.6 4.04 0.73 20
50. the right to 
speak out 2
0 0.4 9.1 51.3 39.2 4.29 0.64 10
54. general 
quality of life 2
0 0.8 14.5 58.8 25.9 4.10 0.65 16
Table 5b.4 Descriptive Statistics of the QOL score o f items which have frequency response scale



















8. positive feeling 
2
’ 0.6 1 1.5 29.5 27.5 30.9 3.77 1.03 40
15. negative 
feeling 1 *
9.1 64.2 19.4 5.1 2.2 3.73 0.78 42
16. negative 
feeling 2 *
11.3 70.9 13.0 4.3 0.6 3.88 0.67 32
21. medical
dependence 1 *
...16.4 ...T iJ' 6.7 2.0 1.2 4.02 0.65 22
22. medical
dependence 2 *
36.6 51.6 6.5 2.8 2.4 4.17 0.86 13
30. social support 2 2.0 9.1 20.0 25.3 43.6 3.99 1.09 23
32. physical 
safety 2
7.6 11.2 13.2 21.9 45.8 3.87 1.32 36
39. opportunities 
for acquiring new 
information 1
4.3 16.8 19.6 31.2 28.1 3.62 1.18 45
42. opportunities 
for recreation 2
3.6 49.6 21.5 16.6 8.7 2.77 1.05 53
Note : * = negative response item (1-5 , 2=4, 3=3, 4=2, 5=1)
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Appendix 5d
The Analysis o f the Importance Questions
1) The child’s form
Table 5c Distribution o f the Importance scores by percentage; mean, standard deviation and rank of 



























1. How important 
is it to you to be 
free o f any pain?
3.2 7.1 17.0 23.6 49.1 4.08 1.11 17
2. How important 
is it to you to be 
strong?
0.8 2.6 7.1 30.7 58.8 4.44 0.80 7
3. How important 
is it to you to 
sleep or rest?
1.8 2.2 9.7 32.5 53.7 4.34 0.88 9
4. How important 
is it to you to be 
good-tempered?
1.8 4.6 19.8 39.2 34.5 4.00 0.95 21
5. How important 
to you is being 




1.6 3.2 16.2 29.9 49.1 4.22 0.94 14
6. How important 
is it to you to be 
proud of 
yourself?
0.8 5.7 19.2 36.8 37.6 4.05 0.93 19
7. How important 
to you is your 
body image and 
appearance?
3.2 8.1 29.1 26.3 33.3 3.78 1.09 25
8. How important 
is it to you to be 





7.1 12.9 25.7 28.5 25.9 3.53 1.20 28
9. How important 
is it to you to be 
able to move 
around?
1.8 4.2 10.9 30.5 52.5 4.28 0.94 10
10. How
important is it to 
you to be able to 
take care o f 
yourself?





























important is it to 
you to be free 
from reliance on 
medicines or 
treatments?
7.5 7.5 14.6 23.3 47.2 3.95 1.26 22
12. How 
important is it to 





6.5 1.0 3.8 14.5 74.1 4.49 1.08 6
13. How 
important is it to 
you to be able to 
help your parents 
do some 
housework?
2.2 8.9 28.9 30.1 29.9 3.77 1.04 26
14. How 
important is it to 







24.8 65.3 4.52 0.77 4
15. How 
important is it to 
you to have good 
relationships with 
your friends?
1.4 7.3 28.9 34.7 27.7 3.80 0.97 24
16. How 
important is it to 
you to be safe?
0.8 2.0 5.7 20.4 71.1 4.59 0.76 2
17. How 
important to you 
is your house or 
the place where 
you live?
1.2 1.8 5.5 22.8 68.7 4.56 0.78 3
18. How 
important is it to 
you to have 
enough money to 
buy the things 
that you need?
2.0 3.7 16.8 22.7 54.8 4.25 0.99 13
19. How
important is it to 
you to be able to 
go to see a doctor 
or nurses when 
you are sick?





























important is it to 
you to know 
about the news 
and learn about 
new things?
1.2 5.1 20.7 35.7 37.3 4.03 0.95 20
21. How 
important is it to 
you to have 
recreations and to 
participate in 
leisure activities?
0.8 7.1 24.3 33.5 34.3 3.93 0.97 23
22. How 
important is it to 
you to live in a 
good
environment, 
such as no 
polluted rivers or 
piles o f rubbish 
near your house?
2.8 2.0 12.2 32.5 50.5 4.26 0.95 12
23. How 
important is it to 
you to travel 
conveniently?
1.2 3.9 16.2 37.9 40.8 4.13 0.90 15
24. How 
important is it to 
you to practice 
your religion like 
praying, giving 
food to a monk, 
going to a 
temple, church or 
mosque?
1.8 4.7 20.1 31.0 42.4 4.08 0.99 18
25. How 
important is it to 
you to express 
your feelings or 
ideas to other 
people?
1.6 8.5 33.7 31.8 24.3 3.69 0.99 27
26. How 
important is it to 
you to have a 
name, surname 
and to be a Thai 
citizen?





























important to you 
is your general 
quality o f life?
1.2 1.4 9.5 31.8 56.0 4.40 0.81 8
28. How 
important to you 
is your health?
1.0 1.8 4.3 18.9 74.0 4.63 0.74 1
2) The carer’s form
Table 5d Distribution of the Importance scores by percentage; mean, standard deviation and rank of 




























1. How important 
is it to your child 
to be free o f any 
pain?
0.6 4.3 7.5 28.2 59.4 4.42 0.85 12
2. How important 
is it to your child 
to be strong?
0.2 0.4 4.3 31.2 63.9 4.58 0.61 6
3. How important 
is it to your child 
to sleep or rest?
0 0.4 4.7 38.3 56.6 4.51 0.61 8
4. How important 
is it to your child 
to be good- 
tempered?
0 2.0 9.5 44.2 44.2 4.31 0.73 16
5. How important 
to your child is 





0.4 2.6 ' 11.4 39.4 46.2 4.28 0.80 17
6. How important 
is it to your child 
to be proud of 
him/herself?
0.4 1.2 15.2 47.5 35.7 4.17 0.75 20
7. How important 

































8. How important 
is it to your child 





1.6 4.3 17.8 41.6 34.7 4.03 0.92 21
9. How important 
is it to your child 
to be able to 
move around?
0.2 1.2 4.9 36.7 57.0 4.49 0.67 10
10. How 
important is it to 
your child to be 
able to take care 
of him/herself?
0 1.6 13.2 46.7 38.5 4.22 0.73 19
11. How 
important is it to 





2.2 4.9 12.8 23.1 57.0 4.28 1.01 18
12. How 
important is it to 





1.8 1.0 2.2 12.2 82.8 4.73 0.72 2
13. How 
important is it to 
your child to be 
able to help you 
do some 
housework?
2.8 10.3 45.6 27.4 13.8 3.39 0.94 28
14. How 
important is it to 





0.2 0.6 2.0 27.0 70.2 4.66 0.57 4
15. How 
important is it to 


































important is it to 
your child to be
safe?
0.2 1.0 3.4 18.3 77.1 4.71 0.60 3
17. How
important to your 
child is the house 
or the place 
where he/she 
lives?
1.2 0.4 7.1 31.9 59.4 4.48 0.75 11
18. How 
important is it to 
your child to be 
provided with the 
things that he/she 
needs?
0.6 1.6 12.1 29.9 55.8 4.39 0.81 14
19. How
important is it to 
your child to be 
able to go to see 
a doctor or 
nurses when 
he/she is sick?
0 1.8 5.9 32.3 60.0 4.51 0.69 9
20. How 
important is it to 
your child to 
know about the 
news and learn 
about new 
things?
0.4 1.6 21.8 47.9 28.3 4.02 0.78 22
21. How 
important is it to 
your child to 
have recreations 
and to participate 
in leisure 
activities?
1.2 4.0 32.3 37.0 25.5 3.81 0.90 25
22. How 
important is it to 
your child to live 
in a good 
environment, 
such as no 
polluted rivers or 
piles o f rubbish 
near your house?
1.0 1.0 8.1 36.4 53.5 4.40 0.77 13
23. How 
important is it to 
your child to be 
able to get access 
to convenient 
transport?






























important is it to 




food to a monk, 
going to a 
temple, church or 
mosque?
0.8 3.6 24.0 39.6 31.9 3.98 0.88 23
25. How 
important is it to 
your child to 
express his/her 
feelings or ideas 
to other people?
0.4 3.8 35.4 42.2 18.2 3.74 0.81 27
26. How 
important is it to 
your child to 
have a name, 
surname and to 
be a Thai citizen?
0.8 0.6 6.5 23.6 68.5 4.58 0.71 5
27. How
important to your 
child is his/her 
general quality o f 
life?
0.2 0.6 4.6 30.7 63.8 4.57 0.63 7
28. How
important to your 
child is his/her 
health?
0 0.6 1.2 19.2 78.9 4.77 0.49 1
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Appendix 6
Developing the simultaneous equation models for predicting the children’s QOL
6.1 The estimation procedure 
Step 1
Firstly, the structural equations of the endogenous variables QOL and IMPORTANT 
were specified and then estimated by the Ordinary Least Squares (OLS) method. The 
calculations were carried out in SPSS (Statistical Package for Social Sciences) and 
LIMDEP( LIMited DEPendent variables) which is a package for estimating and 
analysing econometric models. Both programmes provided exactly the same results 
when the same observations were included in the calculation, but they had different 
ways of handling the missing values, so the results were slightly different. LIMDEP 
provided a higher value of the Multiple coefficient o f determination (R2), due to its 
consistent- in excluding the observations with missing values. In addition, it could 
directly provide the test of heteroscedasticity of the model. Therefore the results 
shown in this following section are quoted from LIMDEP.
Several regression analyses were performed to find out the most appropriate 
structural equations and some of the models are shown in Table 6a for the QOL 
estimation.
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Table 6a The structural equation models to estimate QOL






















































































































































































Note: The numbers shown in the table are the partial regression coefficients of each variable to QOL 
with t-statistic in parenthesis. Equations estimated using OLS.
* = significance t-test at a  = 0.05
From Table 6a, Model A shows the result when all 13 estimators except 
IMPORTANT were entered into the regression. The multiple coefficient of 
determination (R2) was only 11.2%. The fact that the partial regression coefficient of 
variables HEALTH and MILD had opposite signs, might be explained by the 
possibility that the children who were ill (HEALTH=1) and whose QOL decreased,
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referred only to the children who had acute and chronic illnesses, not including ones 
with mild illness. To examine this, a new variable called “STRGILL” (strong illness) 
was created from HEALTH-MILD, which referred to children who had acute and 
chronic illnesses. Model B shows the result when variable STRGILL was entered into 
the calculation. It provided a sensible explanation that only the acute and chronic 
illnesses had a negative effect on the children’s QOL, but that its influence was not 
strong enough to be significant at 95% level of confidence.
Model C shows that R2 had increased remarkably when variable IMPORTANT 
was included. Models D, E, F and G show the changes in R2 and the significance of the 
t-statistics of each variable, when some variables were excluded from the model. 
Model G seemed to be the most suitable one to be the structural equation o f QOL, 
because the R2 was not much worse than Model C and all variables in the model had 
significant t-statistics at a=  0.05. To investigate the model’s specification, Ramsey’s 
RESET (Regression specification error test) procedure was performed (Ramanathan 
1995: 290-291 ), and the result did not indicate a misspecification of the model.
In addition, the dummy variables HOUSE 1, HOUSE2, MODE4 and 
SCHOOL 1 show the robust magnitude of the differential intercept coefficients and the 
consistency of their signs throughout the Models C to G. Their relationships with QOL 
are interpreted later in the simultaneous equation model.
Secondly, after the structural equation to estimate the endogenous variable 
QOL was obtained, the same procedure was performed to obtain the structural 
equation for variable IMPORTANT. The estimators included in the analyses were the 
same set as shown in Table 6.4. Several regressions were estimated again using OLS, 
and three models were selected to display on the following table.
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Table 6b The structural equation models to estimate IMPORTANT
Variable Model H Model I Model J
constant 49.594 48.173 48.798
(7.48)* (7.31)* (7.03)*
HOUSE I -2.032 -5.104 -5.202
(-1.36) (-2.67)* (-2.30)*
HOUSE2 -3.364 "  -5.427 -5.544
(-2.10)* (-3.04)* (-2.94)*
MODE4 5.338 5.536 5.425
(3.01)* (3.14)* (3.19)*








R2 .241 .263 .257
F
1 equation 27.43 17.48 19.79
df 4: 346 7; 343 6; 344
Signif. F .001 .001 .001
Note: The numbers shown on the table are the partial regression coefficients o f each variable to 
IMPORTANT with t-statistics in parenthesis. Equations were estimated using OLS.
* = significance t-test at a  = 0.05
From Table 6b. M odel I provided the highest value o f  R2 but the variable 
SA ct3 was not significant at a  = 0.05. Every variable in M odel J was significant at the 
same level o f  confidence. Hence, M odel J was considered to be the m ost suitable 
structural equation for IM PO RTANT, but not before Ram sey’s RESET had been  
tested and no sign o f  model m isspecification w as found.
At the end o f  the second step, the structural equations o f  QOL and 
IM PO RTANT had been obtained.
QOL = ao + <xi IMPORTANT + a 2 HOUSE 1 + a 3 HOUSE2 + a 4 MODE4
+ a 5 SCHOOL 1 + u,  0
IMPORTANT = p0 + P. QOL + p2 HOUSE 1 + p 3 HOUSE2 + p4 MODE4 
+ PsTFINC + p6 TFINC2 + u2
S te p  2
Before the simultaneous equation model was estimated, these two equations 
were examined for their identifiability by the Order and Rank conditions. According to 
Koutsoyiannis (1992: 352), the Order condition for identification states that, “For an 
equation to be identified the total number o f  variables excluded from it but included 
in other equations must be at least as great as the number o f  equations o f  the system 
less one”, which may be symbolically expressed as:-
( K- M)  > ( G - l )
where G= total number of equation (= total number of endogenous variables), which 
in this case = 2, i.e. QOL and IMPORTANT 
K= number of total variables in the model (endogenous and predetermined), 
which in this case = 8 i.e. QOL, IMPORTANT, HOUSE1, HOUSE2, 
MODE4, SCHOOL 1, TFINC and TFINC2 
M= number of variables, endogenous and exogenous, included in a particular 
equation
Considering Equation (D where G=2, K= 8 and M=6; then (8-6) > (2-1) or K-M>  G-l. 
That is, according to the Order condition, equation (D was overidentified.
For equation © where G=2. K= 8 and M=l; then (8-7) = (2-1) or K-M  = G-l. That is, 
according to the Order condition, equation © was exactly identified.
The Rank condition of identification states that “w a system o f G equations 
any particular equation is identified i f  and only i f  it is possible to construct at least 
one non-zero determinant o f  order (G-l) from the coefficient o f  the variables (both 
endogenous and predetermined) excluded from that particular equation but included 
in the other equations o f the model” (Koutsoyiannis 1992:353). However, since there 
are only two equations in this model, it is not possible to establish the determinant of 
order G-l, i.e.l. Therefore, the Rank condition cannot be investigated.
Step 3
After it was established that equation (D was overidentified and equation © was 
exactly identified, the simultaneous equation model was estimated by the Two-Stage
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Least Squares method (2-SLS) (Gujarati, 1988; Pindyck and Rubinfeld, 1991; 
Ramanathan, 1995; Stewart and Wallis, 1991). This procedure can be described as 
follows:-
Stage 1: Regress IMPORTANT on all predetermined variables in the whole system,
not just the equation, then save the predicted value of IMPORTANT. In this case, 
that means regressing IMPORTANT on HOUSE1, HOUSE2, MODE4, 
SCHOOL1, TFINC and TFINC2.
Stage 2: Estimate equation (D by replacing the endogenous variable, IMPORTANT, 
by the predicted value of IMPORTANT estimated from the previous stage. 
Then Equation (D can be estimated in the same way. This was analysed by the 
statistical package called ‘LIMDEP’ and the results are shown in the next section.
6.2 Results and interpretation
Finally, the simultaneous equation model to predict the children’s QOL was obtained 
as shown below, with t-statistics in parentheses.
QOL = 123.67 +.79 IMPORTANT + 7.62 HOUSE1 + 5.97 HOUSE2
(2.60) (1.96) (3.29) (2.24)
- 5.88 MODE4 - 5.77 SCHOOL1 
(1.77) (2.48)
while R2 = .288, Fequati0n (5;345) = 27.85 and Signif. F = .001
IMPdRTANT = 47.57 + .31 QOL - 5.25 HOUSEl - 5.57 HOUSE2 + 5.44 MODE4 
(1.22) (1.66) (1.97) (2.76) (2.99)
+ 0.44 TFINC - 0.01 TFINC2 
(1.92) (1.65)
while R2 = .256 , Fetation (6,344) = 19.79 and Signif. F = .001
6.2.1 The goodness-of-fit measures and the interpretation of the predicting 
equation of the children’s QOL
Both obtained equations were tested for heteroscedasticity (see Glossary) by the 
Breusch-Pagan test. The computer program automatically provided the corrected 
results for heteroscedasticity. The goodness-of-fit measures were examined to judge 
how well the obtained model fitted the observed data.
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The absolute measure of goodness-of-fit is the standard error o f  estimate (Se). 
For the first equation, the standard error = 17.20, which means that approximately 
68% of observed values of QOL will fall within ± lSe = ±17.20 units of the estimated 
values QOL, 95% will fall within ±2 Se units of this line, and 99.7% will fall within 
±3 Se units of it. The standard error of the second equation (= 11.33) was interpreted 
in the same way.
The relative measure of goodness-of-fit is the multiple coefficient o f  
determination (R2). It was = .287 in the first equation, which means that 28.7% of the 
variation in QOL was explained by the relationship between it and the five explanatory 
variables or by this equation. R2 for the second equation (= .256) was interpreted in the 
same way. Although the R2 value of both equations was low, they were considered as 
typical results of the cross-sectional data (Ramanathan 1995: 199).
After the goodness-of-fit of the model was determined, it could now be used to 
explain the variation of the qualiry c: life of the children to some extent. In the first 
equation, all explanatory variables had significant t-test at a  = 0.05, except variable 
MODE4 which was significant at a  = 0.1. It has predicting power to explain the 
variation in the children’s QOL (R2)= 28.8 %.
6.2.2 The interpretation of the regression coefficient
IMPORTANT is the only one continuous variable in the predicting equation o f the 
children’s QOL. The partial regression coefficient of IMPORTANT = .79 means that a 
one unit increase in the Importance score will increase the child’s QOL by .79 unit, 
when the influences of all the remaining independent variables are held constant. The 
remaining explanatory variables are dummy variables i.e.
HOUSE 1 = 1 when the child lived in a detached/ semi-detached/ townhouse 
HOUSE2 = 1 when the child lived in a flat/condominium 
MODE4 = 1 when the child goes to school by public transport 
SCHOOL 1 = 1 when the child goes to government school or kindergarten
6.2.3 The interpretation of dummy variables
The influence of the dummy variables to the child’s QOL can be described by 
substituting its value in the equation as follows:
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For the child whose house is a detached/semi-detached/townhouse (HOUSE1 
= 1 and HOUSE2 = 0)
QOL = 131.29 +.79 IMPORTANT - 5.88 MODE4 - 5.77 SCHOOL1
Where 131.29 = 123.67 + 7.62 HOUSE1.
For the child whose house is a flat/condominium (HOUSE2= 1 and HOUSE 1 = 
0), then his/her QOL will be less, while other factors are held constant, because the 
differential intercept coefficient of HOUSE2 is less than that of HOUSE1. So the y- 
intercept has decreased, as shown in the equation:
QOL = 129.64 +.79 IMPORTANT- 5.88 MODE4 - 5.77 SCHOOL1
For the child whose house is neither of the above (HOUSE 1= 0 and HOUSE2 
= 0), that is the child who lives in a room provided by the construction company, that 
is the omitted category, his/her QOL will be least o f all groups as shown in the 
equation:
QOL = 123.67 +.79 IM PO R T  A 1- T - 5.88 MODE4 - 5.77 SCHOOL1
For the child who goes to school by public transport (MODE4 =1), his/her 
QOL will be lower than that of other children because it has a negative partial 
regression coefficient with QOL.
QOL = 117.79 +.79 IMPORTANT + 7.62 HOUSE 1 + 5.97 HOUSE2 - 5.77 SCHOOL1
The QOL of children who go to school by other means (MODE4 = 0), will 
have a higher y-intercept:
QOL ■= 123.67 +.79 IMPORTANT + 7.62 HOUSE1 + 5.97 HOUSE2 - 5.77 SCHOOLI
Jn  the same way, the regression line for predicting the QOL of the child who 
goes to private school or government school can be written by substituting the value 1 
if that condition is true, or 0 if that condition is not true for that dummy variable. It 
can be seen, then, that the QOL of the child who goes to private school will be higher 
than for the one who goes to government school when other variables are held 
constant.
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Lastly, if the variable IMPORTANT is held constant, it is expected that the 
child who lives in a room provided by the construction company, and who goes to 
government school by public transport will have the lowest QOL of all the children. 
The equation will be:
QOL = 112.02 +.79 IMPORTANT
while the equation for the child who lives in a detached/semi-detached/townhouse, and 
who goes to private school by means of transport other than public will be:
QOL = 131.29 +.79 IMPORTANT
6.2.4 The interpretation of the predicting equation of IMPORTANT and the 
variable in the quadratic equation (TFINC+ TFINC2)
The second predicting equation of IMPORTANT (the child’s perception towards the 
importance of QOL) can be interpreted as follow:
IMPORTANT = 47.57 + .31 QOL - 5.25 HOUSE1 - 5.57 HOUSE2 + 5.44 MODE4 
+ 0.44 TFINC - 0.01 TFINC2
All variables had a significance t-test at a  = 0.05, except variables QOL and 
TFINC2 which were significant at a  = 0.1. The extra variables which were not 
included in the first equation were TFINC (transformed father income) and TFINC2 . 
Their relationships with IMPORTANT can be interpreted by their marginal effect on 
IMPORTANT. According to Ramanathan (1995: 257), the marginal effect of the 
variable in the quadratic equation, with the functional form:
Y = Pi + p2X + p3X2 
equals p2 + 2 p3 X . Hence, in this case the marginal effect o f TFINC on IMPORTANT 
= 0.44 + 2 (-.01)TFINC = 0.44 - 0.02 TFINC. This means that while the father’s
income is at low level, if it increases by one unit (about 1,000 baht or about £16.67)
the child’s attitude towards the importance of QOL will increase by 0.44-0.02 TFINC 
unit. On the average father’s income (which was = 14.96 or about 14,960 baht), 
IMPORTANT would increase by 0.14 unit. If the TFINC are 0, 2.5, 7.5, 15, 20, 25, 
35, 45, 60 then the marginal effect will be 0.44, 0.39, 0.29, 0.14, 0.04, -0.06, -0.26,
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-0 .46  and -0 .76 , respectively. Thus it will be seen that, when the father’s incom e 
reaches about 20 units (20 ,000  baht/month), the marginal effect becom es negative, 
which means that the attitude towards the importance o f  QOL will diminish when the 
father’s income exceeds that threshold. This relationship can be illustrated by the 
curvefit for IM PORTANT and TFINC as show n in Figure 6.3. Please note that the 
curvefit is rather cramped which indicates that the change in a unit o f  the father’s 
incom e can affect IM PORTANT by only a little. This might be explained by the fact 
that the unit o f  transformed father’s income used in this analysis was quite crude.









TFINC (Transformed father's income)
Figure 6.3 The curvefit for IM PO RTANT and TFINC
At the end o f  this section, and from the simultaneous equations model, w e will 
be able to explore deeper into the relationship between the importance and QOL. From  
the regression line for predicting IM PORTANT, the partial regression coefficient o f  
QOL = .31 means that a one unit increase in the QOL score will increase the child’s 
attitude towards the importance o f  QOL by .31 unit, when the influences o f  all the 
remaining independent variables are held constant. It should be noted that the partial 
coefficient o f  IM PORTANT to QOL (.79 ) w as larger than Q O L’s to IM PO RTANT  
( .31),  which indicates that IM PORTANT had a stronger effect on QOL than the latter 
on the former.
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The influence of the remaining dummy variables on IMPORTANT can be 
described by substituting its values (1, 0) in the equation. It could be concluded from 
the equation that the child who lives in a detached/semi-detached/townhouse 
(HOUSE 1=1) will have a higher IMPORTANT than the one who lives in a 
flat/condominium (HOUSE2=l), because the differential intercept coefficient of 
HOUSE2 (-5.57) is larger than HOUSE1 (-5.25). Since both had negative signs, the 
y-intercept has decreased. Of these three types of house, the children who live in a 
room provided by the construction company (HOUSE 1=0 and HOUSE2=0) will have 
the highest attitude towards the importance of QOL, while other variables are held 
constant. We can also show that the attitude towards the importance of QOL of 
children who go to school by public transport (MODE4=l), will be higher than that of 
other groups who travel by other means.
6.3 The simultaneous equation models for predicting the QOL of urban children 
and construction workers’ children
By applying the same procedure as reported in the previous section, the simultaneous 
equation models for the prediction of the QOL of urban children and construction 
workers’ children were obtained. The model for the urban children is shown below 
with the z-statistics in parentheses. (Note: because of large number of observation it is 
appropriate to refer to this as t-statistics.)
QOL = 143.82 +.69 IMPORTANT - 1.09 SActl - 5.03 SCHOOL1 
(3.46) (1.93) (1.78) (1.94)
while R2 = .29, = 25.65 and Signif. F = .001
IMPORTANT = 31.75 + .35 QOL + 0.88 SActl + 0.01 TRAVEL + 0.38 TFINC-0 .01  TFINC2 
-(0.58) (1.41) (2.42) (1.87) (1.68) (1.44)
while R2 = .326, Fequalioil (5;i86) = 18.03 and Signif. F = .001
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The model for predicting the QOL of construction workers’ children is as follow:
QOL = 168.56 +.37 IMPORTANT- 10.74 MODE4 - 9.69 SCHOOL1 + 2.14 TFINC - .08 TFINC2 
(2.68) (0.68) (2.80) (2.72) (2.74) (1.95)
while R2 = .276, Fcquation (5;i53) = 11.64 and Signif. F = .001
IMPORTANT = 73.57 + .20 QOL + 6.26 MODE4 - 2.11 SAct3 - 10.65 STRGILL 
(2.40) (1.40) (2.45) (4.34) (2.67)
while R2 = .253, Fequation(4;i54) = 13.04 and Signif. F = .001
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Appendix 7
The summary of important issues specified in the ministerial regulations which 
were promulgated under the Labour Protection Law (1972)
Working Hours
The maximum number of “normal” working hours permitted under the law is 
forty-eight hours per week for workers performing industrial activities. Construction 
workers are categorized among this group of workers.
Holidays
One day per week must be set aside as a holiday for Thai employees, and the 
interval between weekly holidays cannot exceed six days. This weekly holiday must 
be in addition to the minimum of thirteen traditional holidays per year, including the 
National Labour Day which falls on the first of May.
Annual leave
Any employee who has been working continuously for at least one year is 
entitled to no less than six working days annual leave, determined in advance by the 
employer. Both sides can agree to accumulate those leave days, to be used in 
combination with annual leave in the following years.
Sick leave
Employees are entitled to fully paid leave for medical reasons up to thirty 
days per year, to be paid at the regular rate of pay. If the employee gives sickness as 
the reason for being absent from work for three consecutive days or more, a first 
class medical certificate is required, except in emergency cases.
Severance or Termination Pay
Employees will be entitled to termination pay if they are dismissed, laid off 
or not allowed to work for seven consecutive days without due cause. The amount of 
such pay varies according to the length of employment.
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Minimum Wages
The minimum wage law has been in existence in Thailand since 1972 and the 
minimum wage levels were first established in April 1973. The minimum wage is set 
by the Minimum Wage Committee, which is made up of representatives of 
employers, employees and the government, as appointed by the Minister of Labour 
and Social Welfare.
Three different scales of minimum wage rate are established in different 
regions of the country, based on the standard of living and the degree of labour 
availability in these areas. The highest rate is set for Bangkok Metropolis, 
Nonthaburi, Patoom Thani, Samut Prakam, Nakom Pathom, Samut Sakom and 
Phuket. The minimum wage rate has been increased several times since the wage 
reform in 1989. The latest minimum wage rate for Bangkok and 6 other provinces, 
which took effect on 1 July 1995, is 145 baht/day or about £ 2.30.
Overtime Payment
Overtime payments are in addition to regular wages and are paid for work 
done outside normal working hours or on weekly holidays, traditional holidays or 
during annual vacation time. Overtime payments range from one and one-half times 
to three times the normal hourly rate, depending on whether the extra hours are 
performed on weekdays, weekly holidays or traditional holidays.
Sanitation. Medical, and Welfare Benefits -
Employers must provide all employees with clean drinking water, toilet 
facilities, medical treatment, medical facilities, doctors, nurses and transportation as 
determined by the Ministry of Interior. The law is very specific in these 
requirements, and the number of employees determines the level of benefits. For 
instance, a business with more than ten employees must provide at least a first-aid 
kid with medicine and at least 23 appropriate accessories. A business with more than 
two hundred employees must provide at least a nurse and a doctor to examine 
employees on a regular basis. For businesses with more than one thousand 




There is no law on equal opportunity in employment, nor the detailed 
treatment of sex discrimination in employment. The Labour Protection Law does 
specify, however, that male and female workers must be paid equal wages and 
overtime for work of the same nature, quality and quantity. There are a number of 
protective restrictions imposed on the employment of women. Certain tasks are 
considered too dangerous (physically or morally) or too strenuous for women. Thus 
they must not be employed in dangerous work activities, such as the cleaning of 
machinery or engines while in operation, underground mining, working on 
scaffolding more than ten meters in height, working with circular saws, 
manufacturing or transporting explosives or inflammable materials.
Employers are also forbidden to have unmarried females under 18 years of 
age working in nightclubs, dance halls, dancing schools, bars, massage parlours or 
hotels. Female employees cannot work between midnight and 06.00 a.m., except in 
cases where the nature of the work requires them to be on continuous duty, shift 
work, or work that, by its nature, must be performed during those hours. Since May 
1st 1993, in addition to the 30 days sick leave available by law to all employees, 
pregnant employees can ask for 90 days maternity leave with pay at the current 
wage. The cost of this is to be shared between employers and the social security 
fund. They may also ask for 60 more days without pay if they have been employed 
for more than 180 days. If a pregnant employee obtains a physician’s certificate 
stating that she is unable to perform her current work, her employer may transfer her 
temporarily to a more appropriate work activity consistent with her physical 
condition.
Employment of Children
The legal minimum age for work is 13 years and employers are forbidden to 
employ children below that age. Children between 13 and 15 years are allowed 
limited work in newspaper delivery; sports; the collection, sale and delivery of 
flowers, fruits, groceries and non-alcoholic drinks; and jobs which involve lifting 
less than ten kilograms. Children between 13 and 18 years of age cannot work 
for more than eight hours per day, regardless of the type of work. Those between 13 
and 15 years cannot be made to work on a holiday, nor can they work overtime or
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between 22.00-06.00 hrs., except for work involving the performing theatre, films or 
activities of similar nature. In those cases, sufficient rest periods must be arranged 
for them.
An employer seeking permission to employ child labour in the activities 
mentioned above must ensure that engaging in those activities would not be 
detrimental to the child’s physical and mental development and moral standard. 
Prior permission from the labour inspector must be obtained.
In cases where advance payment has been made in relation to the work of 
children, it cannot be considered as the children’s wages, regardless of when or to 
whom the payment was made, including the parents. Employers are forbidden to 
deduct that amount from the children’s regular wage when it is due. An employer is 
obliged under the law to grant permission for child employees to leave, with pay, to 
attend any training organised by the Department of Welfare and Labour Protection.
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Abstract
Objectives: This paper describes the development of a self-reported quality of life 
measure for children- the C-QOL- for Thai children aged 5-8 years. The underlying 
concepts and procedure for assessing quality of life are based on the WHOQOL. 
Design and methods: The WHOQOL construct, consisting of 24 facets subsumed in 
six domains was examined by focus group interviews to see whether they were 
relevant to the quality of life. Ten focus groups (six with children and four with 
mothers) containing 31 children and 19 mothers were conducted. Two sets of 
questionnaires were developed and then further tested for psychometric properties 
with a sample of 35 children and 30 carers in a second study.
Results: The analysis of quantitative data showed that the WHOQOL construct was 
relevant to the quality of life of Thai children. The information based on qualitative 
data enabled 2 sets of the C-QOL to be developed: a children’s form and a carer’s 
form. Study 2 shows that there were differences between the parent’s and children’s 
scores on only 7 facets out of 26 and mostly in the psychological domain, so the 
children’s perceptions of their quality of life are largely confirmed by their carers’. 
Preliminary psychometric analysis demonstrates face and content validity of the 
measure and showed good internal consistency and test-retest reliability. Item 
analysis was performed to select the most acceptable items and revise the scales. 
Conclusions: This measure draws upon the experience of children and their mothers 
and uses their reports in developing a multi-dimensional, child-centred measure. It 




While the significance of studying children’s quality of life is widely recognized, there 
are very few measures available to assess the quality of life of children relating to their 
health and this is particularly true cross-culturally (Bullinger and Ravens-Sieberer, 
1995; Collier and MacKinlay, 1997). The literature review by Bullinger and Ravens- 
Sieberer (1995) yielded 53 studies on health-related quality of life in children 
published in 1993 and 1994. Of these studies, only five met the criteria of being a 
multi-dimensional assessment of health-related quality of life, using control groups 
and sample sizes of over 100 children. Seven studies were classified as designing a 
generic instrument of children’s quality of life and most of them only used expert 
ratings by physicians, teachers or parents. As with adults, it seems important to obtain 
a subjective view of quality of life of children where possible, that is based on their 
perceptions and experience, rather than using proxies.
Pal (1996) carried out a literature review on the quality of life assessment in 
children using computerized and manual searches of the literature from 1979-1995. 
Several hundred articles were identified, but only nine of them were acceptable in 
terms of the four evaluative criteria. These were that the assessment had to (1) be 
child centred; (2) consider the child as part of a family unit within a social network; 
(3) be generalisable, and the assumptions underlying the instrument to be appropriate; 
and (4) address five methodological properties i.e. method of administration, 
psychometric characteristics, scoring, statistical issues and practicality. He found that 
many measures did not satisfy the criteria of being child centred or family focused, 
few had sufficient psychometric properties for research or clinical use and underlying 
conceptual assumptions were rarely explicit.
This report is a part of a study on the quality of life (QOL) of children in 
Thailand which aimed to describe and compare the QOL of urban children with that 
of construction workers’ children in Bangkok. Little is known about the QOL of 
children in general and this is true in Thailand in particular. The Thai government has 
identified construction workers’ children as a vulnerable group among children in 
especially difficult circumstances (National Youth Bureau of Thailand, 1990). Since 
the population of concern has a broad range of health status across the sickness and 
well continuum, it is considered that the instrument most suitable for the purpose of 
this study should be a generic, and not a disease specific, measure. Furthermore,
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because of the underprivileged nature of this sample, it is important to obtain an 
instrument which covers the widest range of dimensions across the QOL spectrum.
It is well acknowledged that because of the different stages of conceptual 
development, a single QOL measure developed for one age group of children will 
probably not be appropriate for other age groups. In the present study, the children 
aged 5-8 years were selected as the target population because they were the youngest 
group who can reliably report their own perceptions and life experiences (French, 
Christie and Sowden, 1994; Selman, 1980; and Selman, Lavin and Brion-Meisels, 
1982). In addition, children in this age group are preschool and primary school age; 
whose lives, health, education and experience at present are vital to their QOL and 
health in the future.
From the nine measures selected from Pal’s (1996) review, four of them 
covered the age group of the present’s study target population but none were 
specifically designed to directly and exclusively access information from children. Of 
these, two instruments were considered more closely for possible use. The Quality of 
Life Index for Nordic Countries developed by Lindstrom and Eriksson (1993) and 
Lindstrom (1994) cannot be used in this context because it uses indices of living 
conditions (e.g. number of rooms and household size), that are available in Nordic 
countries but not in Thailand. Scoring requires that objective standards of living are 
assessed in combination with subjective features of QOL. While the Rand Health 
Status Measure (Eisen, Donald, Ware, & Brook, 1980; Eisen, Ware, Donald, & 
Brook, 1979) for children aged 5-13 years is a good heath status measure, it contains 
two forms with a total of 187 questions to be answered by parents. The length of the 
scale, its format and adult content preclude adaptation for use with children. 
Therefore, a QOL measure for children aged 5-8 years needed to be developed for this 
study.
Considering that a suitable measure should be subjective, generic and cover all 
important aspects of QOL, one measure which was most appropriate for adaptation to 
satisfy the purpose of this study was the WHOQOL-100 (The World Health 
Organization Quality of Life Assessment; WHOQOL Group, 1995a). The WHOQOL 
Group has taken the view that quality of life is best measured by looking at people’s 
subjective views about their lives. It defines QOL as “ the individuals’ perception o f  
their position in life, in the context o f  the culture and value systems in which they live
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and in relation to their goals, expectations, standards and concerns” (WHOQOL 
Group, 1995a). The WHOQOL-100 is a 100-item multidimensional, multilingual 
instrument that has been developed collaboratively and simultaneously in 15 culturally 
diverse centres worldwide; Thailand is one of these centres. The WHOQOL structure 
contains quality of life dimensions or facets that are consistently important across all 
the participating countries. There are 24 facets subsumed in 6 domains i.e. physical; 
psychological; levels of independence; social relationships; environment and 
spirituality, religion and personal beliefs (WHOQOL Group, 1997). The WHOQOL- 
100 has been designed for use with sick and healthy adults. One of its many intended 
uses is for people living in highly stressful situations, and children living on the 
building sites of Bangkok could be considered to be one of these vulnerable groups. 
The procedure agreed by the WHOQOL Group involves holding focus group 
interviews with potential users to engage them in concept clarification and in 
proposing items that will be included in the questionnaire. This is performed by using 
a common manual of facet definitions and examples which were generated and 
revised through international consensus. The items were translated and, following 
item selection, then tested using classical psychometric techniques. Response scales 
using a common international metric were also developed on a national basis by the 
participating countries in the WHOQOL project (Szabo, 1996; WHOQOL Group, 
1995a).
The focus group method was relevant to the objectives of the present study 
because, first, the authors wanted to test whether the WHOQOL conceptual 
framework and methodology was appropriate for use with children, and secondly the 
focus group procedure is recognized as a suitable procedure for investigating the 
language and concepts used by children in expressing their quality of life. Vaughn, 
Schumm and Sinagub (1996) suggest that focus groups with children can provide 
valuable information about their unique experiences. It allows researchers to gain an 
in-depth understanding of the participants’ perceptions, beliefs, attitudes and 
experiences. Focus groups can help researchers increase understanding of the 
language used by children. It clarifies their comprehension of terminology and 
concepts developed during the research, so it can assist in the development of surveys 
or rating scales. Vaughn also suggest that, with few exceptions, focus groups should 
not be conducted with children below 6 years of age because they do not have
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sufficient expressive language adequately to participate. However French et al. (1994) 
have indicated that children from ages 4 and 5 are able to introspect and report upon a 
variety of psychological factors including self-concept, social competence, anxiety 
and depression. The relevance of these results to this study is in showing that children 
of this age group are able to express their experiences and to do so on dimensions 
relevant to those that are included in the WHOQOL. Furthermore, work by Selman 
and colleagues (Selman, 1980; Selman et al., 1982) suggests that children do have 
self-awareness at this age. In view of the controversy over the capabilities of young 
children as self-reporters, it was decided that it would also be necessary to gain proxy 
information from the most appropriate care-givers of children. This would enable the 
child’s report to be compared with the carer’s view of that child. Therefore, the focus 
group interviews and pilot study were planned to gain information from both the 
children and their carers.
In the following sections, Study 1 describes the procedure used in conducting 
focus group interviews and the use of these results in developing the questionnaires. 
Study 2 reports a pilot study to examine the preliminary psychometric properties of 
the questionnaires and reports the results.
Study 1
In this study, focus group interviews were used as a technique to achieve two main 
objectives: (i) to examine the relevance of the QOL domains and facets to the
perception of Thai children and their carers; and (ii) to record the language that they 
use when they talk about QOL in order to construct a questionnaire which would be 
suitable for their age group.
Method
Sample
Ten focus groups (six with children and four with mothers) were conducted between 
December 1996 and January 1997 in Bangkok. Participants comprised urban children 
and construction workers’ children and carers. There were 31 children and 19 carers 
in total. The number of participants in each subsample is shown in Table 1. Urban 
children were selected from pupils in two kindergartens and a community 
neighbourhood community. The carers were all mothers and were recruited from 
urban communities in Bangkok. The construction workers’ children and mothers
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were obtained from construction sites in Bangkok. In v iew  o f  the debate in the 
literature m entioned above, children ages 5 to 8 years were selected. The m others’ 
ages ranged from 20 to 42 years. The educational background o f  the urban children’s 
mothers ranged from primary school to university and their occupations also varied  
from h ousew ives, to governm ent and private em ployees. The background o f  the 
mothers o f  construction workers’ children w as hom ogeneous; m ost had primary 
education and a few  had no education, w hile their occupations were either h ousew ives  
or w orking on the construction site on a daily payment basis.
Table 1. Num ber o f  focus groups and number o f  participants in each category
N o. o f  
groups
Type Num ber o f  participants
M ale Fem ale Total
4 Urban children 10 13 23
2 Construction workers’ children 2 6 8
2 Urban children’s mothers - 8 8
2 Construction worker children’s 
mothers
- 11 11
Total 12 38 50
Procedure
To prepare the materials for the study, definitions o f  25 facets o f  quality o f  life had 
been generated by the W HOQOL group in the developm ent o f  the adult scales. These  
definitions had been previously translated into Thai for use by focus groups in the 
creation o f  the original Thai version o f  the W HOQOL (W HOQOL Group, 1995b). 
These W H O QO L facet definitions were exam ined to see whether they were suitable 
for children and sim plified where necessary. Alterations were made to som e facets; 
for exam ple, the facet on working capacity was changed from the person’s ability to 
perform work to the ch ild ’s capabilities in helping his or her parents do housework  
e.g. sw eeping or cleaning the floor, w ashing dishes etc. The facet on sex which  
belongs to the social relationships domain w as om itted from the structure as it is not 
relevant to this age group.
T w o facets contained in a new  domain on the ch ild ’s political rights were 
considered for inclusion activated by information from tw o sources: (i) global 
docum entation from the 1989 W orld C onvention on the Rights o f  the Child; and (ii)
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the National Declaration on Children (National Youth Bureau of Thailand, 1991). 
These mentioned some aspects of QOL which are not included in WHO facets but are 
relevant to problems faced by Thai children in underprivileged conditions who do not 
possess a birth certificate or fail to be recorded on the official household register 
(house certificate) because the itinerant nature of their parents’ work. Shortage of 
documentation prevents these children from gaining access to health care when they 
need it and receiving education, so these issues have implications for their health. The 
two new facets investigated for possible inclusion are: (a) the right to speak out and 
be heard; and (b) the right to have an identity and citizenship. So, the tentative 
structure of QOL concept examined in this study consisted of 26 facets subsumed in 
seven domains. It was examined by focus group interviews to establish whether it 
would be relevant to the QOL of Thai children before the C-QOL (Quality of Life 
Measure for children) was developed.
The focus groups were carefully planned and conducted as follows. After the 
introductions and a chance to get acquainted with the group members, the meaning of 
the word “quality of life” was explained in simple words. A picture illustrating loving 
care and a happy life was shown to them as part of an explanation about good QOL. 
To illustrate poor QOL, a bedtime story called “Matches at Midnight” was recounted 
about a poor, little girl who has no home, no food and has to earn her living by selling 
matches. The aim was to stimulate their ideas about QOL and to motivate them to 
think about themselves and participate in the groups. The interview continued by 
asking questions. Two main questions were asked for each facet. The first was about 
the importance of that facet to overall QOL (e.g. “How important to you is it to sleep 
and rest?” and “why?”). The second question asked was: “If you wanted to ask your 
friends about it, what question or words would you use?”. The second question was 
asked to obtain information about the language or words that children use when they 
talk about different aspects of QOL. Before asking each question, the group was 
shown a picture depicting the concept of each facet and an explanation was provided 
to make sure that the facet’s meaning was understood. The questions and 
explanations were written in simple, child-friendly language.
Answer sheets with 5-point response scales depicting a one to five plus-sign 
from ‘Not at all’ to ‘Extremely’ were provided. These response scales were explained 
and participants were asked to tick the most relevant category. Using this method, the
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child could answer without needing to read or write. This procedure was monitored 
carefully because some authorities have argued that children as young as 5 years old 
are unable to answer scales containing more than three response categories. The 
authors experience and results from this stage of the project indicated that even 5- 
year-olds are well able to differentiate categories using a 5-point scale if an 
appropriate procedure is used.
Invalid answers were identified by inconsistencies between the choice 
participants made and the reasons they gave for this choice. For example, when 
shown a picture of a child ill in a hospital bed together with a picture of a wound, a 
child might be asked:
Moderator: "How unhappy are you i f  you are like this... i f  you have a wound? ”
Moderator to E3: "Can you tell me why you picked the one plus-sign? ”
Child E3: " When I  stumbled, I  put up with it. I  didn 7 have much pain. "
Moderator to D3: "Why did you pick five plus-sign? ”
Child D3: "I had a lot o f  pain when I  stumbled and I  cried a lot. ”
Moderator: " How important is it to you to sleep and rest? ”
Moderator to C2: "Why did you pick three plus-sign? ”
Child C2: " I  saw my father who is 36 years old and sometimes he sleeps
only a few  hours. ”
Child A2: " I  chose four plus-signs because i f  I  don 7 sleep I  will have a pain in
my eyes. ”
Child D2: " and will be moody. "
These are considered to be consistent answers. An example of an invalid 
answer was taken from a focus group interview with construction workers’ children 
(group 6; see below):
Moderator: "Why is it important to you to have loving relationships within your
family? "
Child A6: " Very important, because my father and mother love me so much. ”
Child C6: "My father told me that it was not important. ”
Child E6: "Important, so that my mother will not beat me or scold me. ”
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Child D6: “Because my mother loves me. It makes me happy and I  love her very
much. ”
When the group was asked how their relationships with their parents were 
important to them, all of them picked a five plus-sign except child C6, who ticked a 
four plus-sign. It is worth noting that the answer he gave was not his own reason and 
it was not consistent with the choice he made. The focus groups for children lasted 
between 1 and 1.5 hours with a short break for refreshments. Thirty-three children 
participated but two were excluded for reasons of inconsistent replies.
Focus group interviews with mothers alone were conducted lasting between 
1.5 and 2 hours. They were first asked about the importance of each aspect (facet) to 
their child’s QOL and why. Secondly, they gave examples of how they would ask 
their child about his or her QOL, for each aspect, and expressed what questions or 
words they would use. The procedure and script for the moderator were written in 
advance, as were standard explanations and examples for those who did not 




The analysis of data obtained from the children to questions about the importance of 
each facet (or aspect of life) to their QOL shows that 50 % or more of answers in each 
facet fell into response scales 4 and 5 (‘Very important’ and ‘Extremely important’). 
This means that more than half of the children perceived every facet as either very 
important or extremely important to their QOL. They reported that ‘negative feelings’ 
and ‘the right to have an identity’ were the most important facets, while ‘pain and 
discomfort’ and ‘sleep and rest’ were considered as the least important aspects of their 
quality of life. It was noticeable that the two new facets on ‘the right to speak out and 
be heard’ and ‘the right to have an identity’ which were added to the WHOQOL’s 
facets were ranked eighth and second in importance among all facets (mean & S.D.= 
4.74 (0.77) and 4.84 (0.73) respectively).
The data from the mothers showed that 56% or more of participants thought 
that every facet was very important or extremely important to the QOL of their
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children. Nobody used ‘ 1 ’ (‘Not at all important’). Both types of participant had the 
corresponding opinions that the two new facets were important to a child’s QOL, as 
mothers also gave high ranks on these two facets (means & S.D. = 4.42 (0.61) and 
4.53 (0.77) respectively). Therefore the WHOQOL framework and the two additional 
facets were considered acceptable for testing in this study.
b) Qualitative data
Transcriptions of the recorded interviews were translated from Thai into English. 
After checking by a native English-speaking person, they were analysed as follows. 
First, the transcription of each group was read carefully, several times, to gain the 
general ideas of the group on QOL. It was also read to discover how sensible each 
participant’ s response was, for example
Moderator: "If you are sick, do you like to take medicine?
How important to you is it to take medicine? ”
Child A2 : “I  will recover from illness i f  I  take medicine. ”
Child C2 : "When we have got a cold and we don’t take (our) medicine and 
we don’t have warm clothes like the girl who sells the matches, we 
will die. ”
Child E2 : "But we have to be careful when we take medicine, because we 
may take the wrong one and die too. ”
This appeared to be sensible responses to the question. An example of a response that 
was of questionable sensibility was one from a child who when asked about why sleep 
and rest were important, replied that it was important so that he could “see the 
angels”. Sometimes children in particular focus groups were unable to respond to the 
question ‘why?’. These omissions were not specific to certain facets but were because 
of a shortage of personal experience.
Secondly, using the WHOQOL facet definitions and those of the two 
additional facets as a guideline (WHOQOL Group, 1995b), the words, phrases and 
sentences that were relevant to the facet definition were highlighted on the 
transcription and recorded for future reference. Mothers’ and children’s responses 
were kept separate. Responses from the question “If you want to ask your friends 
about it, what question will you use?” were also recorded separately. Finally, the 
ideas were summarized facet by facet.
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To check whether the analysis was reliable, an independent judge was asked to 
repeat the same procedure by reading the WHOQOL facet definitions and highlighting 
words in the selected transcripts. Four out of 11 transcriptions were selected on the 
basis that they contained most complete responses; there were two groups each of 
children and mothers. The language highlighted by the judges was compared, to 
calculate the percentage of inter-rater agreement. The average overall agreement was 
68% and this is acceptable as inter-observer reliability should exceed 0.5 (Streiner and 
Norman, 1995). Where disagreements existed these were negotiated using the facet 
definitions as guidelines until 100% agreement was reached.
c) Item construction
Test items were constructed from questions suggested by the focus groups and words 
or phrases highlighted in the transcripts. Between three and five items were pooled 
for each facet and the two-four best items were jointly selected from these on the 
grounds that they were (a) relevant to the facet definitions; (b) were simple enough to 
be comprehended by children aged 5-8 years; and (c) wherever possible, were 
positively framed.
The WHOQOL response scales were adopted for piloting with the questions 
(Szabo,Orley, & Saxena, 1997; WHOQOL Group, 1993). There were five types of 5- 
point response scale, namely: Intensity, Capacity, Evaluation, Frequency and 
Importance. The wording of points on these interval scales describes different levels, 
for example from ‘Very poor’ to ‘Very good’ and from ‘Not at all’ to ‘Extremely’. 
Wording for the importance scale had already been used successfully by children and 
mothers in the focus group interviews reported earlier.
The response scale ranged from 1 to 5 for positively framed items and scoring 
is reversed for negative items. To enable young children who could not read to be 
able to recognize the response scale and to differentiate their values easily, three sets 
of pictures were developed to illustrate these five response scales. “Smiley faces” 
were adapted from the work of French et al. (1994) to illustrate the evaluation scale. 
Two further sets of pictures were newly developed: “fingers” to illustrate intensity, 
capacity and importance and “clocks” to show frequency. These three sets of pictures 
were inserted in the children’s form of the pilot questionnaire along with the written 
words and the value (1-5) of the response scale (see examples in Table 2).
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Table 2. Examples of response scales for the children’s form of the C-QOL
E valuation: How satisfied are you with your strength?
Very Dissatisfied Neither satisfied Satisfied Very
dissatisfied nor dissatisfied Satisfied
1 2 3 4 5
Intensity : To what extent does your strength allow you to play as you want?
©
Not at all 
1





Frequency: How often are you good-tempered?
0 0© 000  ©00© ©0000 
N ever Seldom  Quite often Very often A lw ays  
1 2 3 4 5
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In this way the 62-item pilot version of the C-QOL was developed and is 
referred to as “the Children’s form”. A second questionnaire was also developed by 
asking the same questions as the items in children’s form, but from the perspective of 
the carer, and this is referred to as “the Carer’s form”.
The analysis of quantitative data from Study 1 affirms that the QOL construct 
of this study is relevant to the conceptualization of QOL among Thai children 
according to the perception of children and mothers. The two forms of the C-QOL 
were subsequently translated into Thai and were subjected to a quantitative pilot test 
in Thailand, as described in Study 2.
Study 2 : Pilot study
The objective of the pilot study was to test the C-QOL with groups of urban and 
construction workers’ children as well as their carers in Bangkok. It was conducted in 
March and April 1997.
Method
Sample
The number and distribution of respondents in each subsample are shown in Table 3. 
For urban children, the questionnaires were administered to healthy children and the 
sick children in hospital. The sick children were diagnosed with conjunctivitis, acute 
osteomyelitis, carditis, rheumatitis, pericarditis, pneumonia or intestinal obstruction 
with colostomy. A sample of healthy urban children and their carers was obtained 
from three communities of average size (an estate of about 100 families) and middle 
socio-economic status in Bangkok. The construction workers’ children were from 
two companies, a large one with more than 500 workers and a smaller one of less than 
100 workers. Sick and healthy participants who were willing to cooperate were asked 
to answer a retest questionnaire after a two-week interval to gather data on test-retest 
reliability (Streiner & Norman, 1995) and 10 sets were returned.
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Table 3. Respondents in Study 2 categorized by their age, situation and health status
Group o f 
respondents















6 5 2 5 8 10
Urban healthy 
children
6 6 10 11 16 17
Urban sick children 3 3 3 5 6 8
Total 15 14 15 21 30 35
Procedure
Children and their carers com pleted the questionnaires independently and were asked  
to reflect on life in the last two w eeks. For children w ho could not read fluently, the 
researcher read the questions aloud and show ed the enlarged pictures o f  the response 
scales for them  to choose, item by item. The carers answered by considering the QOL  
o f  their child w ho had com pleted the other form (in case they had more than one 
child). Participants were also asked to com m ent on the clarity o f  questions and words 
in the questionnaire. The amount o f  tim e for com pletion w as recorded and their 
com m ents w ere noted.
Results
It w as found that children aged 5-6 years could answer the questionnaire with som e  
help w ith clarification. It took an average o f  30 min to answer 62 questions. N one o f  
them show ed difficulty in differentiating the intervals on the 5-point response scale  
and all enjoyed using the pictorial scales. M ost o f  the children aged 7-8 could answer 
the questions by them selves and com pleted the questionnaire in about 20 min.
The data from 35 children and 30 carers were analysed for the distribution o f  
answers across the response scale and mean and standard deviation o f  each item. For 
m ost item s the answers were distributed across every point o f  the scale and 
histograms show  alm ost all item s have a relatively normal distribution. Infrequently, 
item s had a slight negative skew  (e.g. finance and the right to have identity), 
indicating that they perceived that their QOL was generally good (4) to very good (5). 
It w as also found that the carer’s mean item scores had a wider range (1 .55-4 .90) than
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the children’s answers (2.46-4.31). Using the items, mean facet and domain scores 
were calculated. The facet scores of both forms were compared using a matched, 
paired Student’s t-test on data from 28 pairs of respondents and the results shown in 
Table 4.
Table 4 shows that the children’s scores appear to be less extreme than the 
carers’ scores. Significant differences were found between these two sets of ratings 
on only 7 out of 26 facets: these were FI (pain and discomfort), F5 (thinking and 
learning), F6 (self-esteem), F7 (body image and appearance), F8 (negative feelings), 
F12 (dependence on drugs) and F14 (personal relationships). The range of mean facet 
scores from the carer’s form (1.86 to 4.53) was wider than the children’s form (2.81 to 
4.27); this concurs with findings by Theunissen et al. (1998), who report that: “when 
parents are very pessimistic, children seem to say ‘it is not so bad’ and when parents 
are very optimistic, children seem to say ‘it is not that good’ ”.
In order to examine whether there were any differences in QOL scores 
between the sex and age of respondents, a one-way Analysis of Variance (ANOVA) 
was used to compare boys and girls (F(l,33)=0.91; p= 0.35) and between years for the 
5 to 8 year olds (F(3,30)=0.93; p=0.44) and no significant differences were found. 
This suggests that the measure is not sensitive to sex or age differences.
Further analysis was carried out to examine the differences between the mean 
facet scores of the three subgroups of children: those from construction sites, healthy 
urban and sick children. Since the sample size in each subgroup was small, the 
normal distribution of each facet score and the homogeneity of variances of 
population subgroups were examined to ensure that there was no violation of 
assumptions for one-way ANOVA (Peers, 1996). The approximate, normal 
distribution of scores from each facet were checked using histograms and normal 
probability plots (Peers, 1996; Weiss, 1995) and the homogeneity of variances were 
assessed by Levene’s test (Snedecor & Cochran, 1980).
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Table 4: M ean, standard deviation and rank o f  each facet score from children’s form  










1 Pain and discomfort 3.40 0.92 24 2.72 0.94 25 *
2 Energy and fatigue 3.62 0.67 19 3.42 0.42 19
3 Sleep and rest 3.76 0.83 13 3.54 0.61 17
4 Positive feelings 3.68 0.81 16 3.70 0.71 11
5 Thinking, learning, 
memory &concentration
3.54 0.78 22 2.95 0.72 22 *
6 Self-esteem 3.86 0.94 11 4.40 0.41 3 *
7 Body image & 
appearance
3.94 0.83 8 2.88 0.68 23 *
8 Negative feelings 3.51 0.98 23 2.29 0.69 26 *
9 Mobility 4.11 0.86 2 4.33 0.57 4
10 Activities o f daily living 4.01 0.67 6 3.90 0.74 10
11 Dependence on 
medicine or treatment
2.81 1.02 27 2.86 0.67 24
12 Dependence on non- 
medicinal substances
3.34 1.26 25 1.86 1.00 27 *
13 Working capacity 3.70 0.60 14 3.29 0.69 21
14 Personal relationships 4.10 0.91 4 4.53 0.60 1 *
15 Practical social support 3.82 0.71 12 3.60 0.67 15
16 Physical safety & 
security
3.64 1.07 18 3.47 0.72 18
17 Home environment 4.10 0.76 3 4.14 0.53 5
18 Financial resources 3.89 0.64 10 3.91 0.58 9
19 Health and social care: 
availability and quality
3.69 0.99 15 3.64 0.86 13
20 Opportunities for 
acquiring new 
information and skill
3.60 0.75 20 3.55 0.61 16




3.56 0.87 21 3.64 0.71 14
22 Physical environment 3.21 0.77 26 3.38 0.89 20
23 Transport 3.99 0.62 7 4.10 0.70 6
24 Spirituality/
religion/personal beliefs
4.06 0.72 5 4.03 0.78 7
25+ The right to speak out 
and be heard
3.67 0.63 17 3.67 0.74 12
26+ The right to have an 
identity and citizenship
4.27 0.78 1 4.41 0.63 2
27 QOL in general 3.93 0.75 9 3.91 0.72 8
Total QOL 3.59 0.22 3.76 0.36
Note : + = facet which is not WHOQOL facets
* = significance paired Student’s t-test (n= 28) at a  = 0.05
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Table 5. Summary of one-way ANOVA test of means of facet scores from the




















1 Pain and discomfort 3.25 0.98 3.59 0.71 3.19 1.25 0.69 -
2 Energy and fatigue 3.85 0.52 3.62 0.66 3.34 0.81 1.31 -
3 Sleep and rest 3.87 0.57 3.57 0.94 4.04 0.86 0.98 -
4 Positive feelings 3.87 0.85 3.61 0.81 3.58 0.81 0.38 -
5 Thinking, learning, 
memory and 
concentration
3.65 0.75 3.44 0.83 3.62 0.79 0.27
6 Self-esteem 3.85 0.94 3.68 0.99 4.25 0.76 1.02 -
7 Body image and 
appearance
4.05 0.86 3.94 0.90 3.81 0.70 0.17 -
8 Negative feelings 3.05 0.76 3.59 1.02 3.94 1.02 2.03 -
9 Mobility 4.55 0.55 4.06 0.93 3.69 0.84 2.52 1-3
10 Activities of daily living 4.30 0.48 3.79 0.73 4.12 0.64 2.06 -
11 Dependence on 
medicine or treatment
2.35 0.91 3.18 0.97 2.62 1.06 2.46 1-2
12 Dependence on drugs 2.90 1.02 3.65 1.30 3.25 1.44 1.14 -
13 Working capacity 3.95 0.50 3.59 0.67 3.62 0.52 1.26 -
14 Personal relationships 4.10 0.88 4.00 1.06 4.31 0.65 0.31 -
15 Practical social support 4.47 0.48 3.59 0.58 3.50 0.74 8.39 1-2, 1-3
16 Physical safety and 
security
4.05 0.86 3.59 1.09 3.25 1.20 1.31 -
17 Home environment 4.00 1.00 4.21 0.66 4.00 0.66 0.31 -
18 Financial resources 4.10 0.52 3.74 0.69 3.94 0.68 1.05 -
19 Health and social care: 
availability and quality
3.80 1.14 3.82 0.81 3.25 1.13 1.02 -
20 Opportunities for 
acquiring new 
information and skill
3.83 0.72 3.47 0.71 3.58 0.90 0.72




3.50 1.11 3.47 0.72 3.81 0.92 0.43
22 Physical environment 3.30 0.86 3.09 0.71 3.38 0.84 0.45 -
23 Transport 4.05 0.76 4.00 0.56 3.88 0.64 0.17 -
24 Spirituality/
religion/personal beliefs
4.00 0.63 4.06 0.81 4.12 0.69 0.06 -
25 The right to speak out 
and be heard
3.73 0.56 3.69 0.61 3.54 0.80 0.21 -
26 The right to have an 
identity and citizenship
4.40 0.52 4.29 0.56 4.06 1.35 0.42 -
27 QOL in general 4.00 0.88 3.97 0.65 3.75 0.84 0.29 -
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The results of the one-way ANOVA with post hoc comparison tests among 
three subgroups of children (in Table 5) show that there were significant differences 
on only 3 facets: in mobility (F9) between construction workers’ children and sick 
children; dependence on medication and treatment (FI 1) between construction 
workers’ children and urban children; and practical social support (FI5) between 
construction workers’children and the other two groups. So construction workers’ 
children had better perceived mobility and practical social support and poorer QOL in 
terms of their perceived dependence on medication. In addition, sick children 
obtained the lowest scores in some facets relevant to their physical health (i.e. pain 
and discomfort (FI), energy and fatigue (F2), mobility (F9)) and general QOL, 
showing poorer QOL in this group. This indicates promising discriminant validity for 
the measure, but this result needs to be confirmed with larger sample sizes.
Validity
The scale was investigated for face validity and content validity but because a well 
standardised measure of the QOL of children aged 5-8 years was not available, it was 
not possible to assess concurrent validity. Face validity was assessed after the 
questionnaires were translated into Thai. The researcher asked three Thai adults and 
their children to read and comment on difficult or unclear terms and these were 
changed before the questionnaires were printed. While the pilot study was being 
conducted, content validity was also assessed by seven experts in the field and their 
comments were subsequently used together with those from the sample and the results 
of item analysis, to improve the questionnaires.
Reliability
Two types of reliability have been assessed: the internal consistency of the scale and 
test-retest reliability. The internal consistency of the two measures and each facet was 
calculated using Cronbach’s alpha coefficient. The facets’ alpha of both forms are 
reported in the Appendix. The alpha coefficient of the children’s form was 0.86 
(N=35) and for carer’s 0.84 (N=30). Test-retest reliability was estimated using a 
Pearson correlation coefficient from the 10 sets of Time 1 and Time 2 questionnaires 
of each form. The test-retest reliability score of the children’s form was 0.91 and for 
carer’s 0.90. Reliability scores obtained from both forms of questionnaire were
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acceptable as internal consistency should exceed 0.8 and stability (test-retest 
reliability) should be greater than 0.5 (Streiner and Norman, 1995). Revised 
questionnaires will be investigated for their reliability using a larger sample in a 
forthcoming study.
Item analysis
Every item in a test should contribute something to the assessment being made 
(Chase, 1978). Item analysis helps not only in identifying poor items, but also in 
deciding why an item is not functioning as planned. In order to achieve this, the 
following characteristics of each item were considered: distribution of answers, 
homogeneity of scales, and discrimination index.
The distribution of answers was examined for floor and ceiling effects (Ware 
& Keller, 1996). No item was found to show these effects, although the distribution 
of answers on some items was mildly skewed towards the upper end of the scales, 
suggesting that respondents generally perceived that their quality of life was really 
good in those aspects. This assumption was confirmed by the similar pattern of 
answers between children and carers.
The homogeneity of the scale was assessed by correlating each item with the 
overall QOL score or total score and results are shown in the Appendix. Items with 
item-total correlations > 0.2 are considered to be good items (Streiner and Norman, 
1995), as this indicates that the item has contributed reliability (internal consistency) 
to the scale.
The last criterion that was taken into consideration was the discrimination 
index which was calculated based on the assumption that, with a good item, most of 
the people who achieve the highest score (level 5) on that item should be among the 
high total QOL scorers on the test and, conversely, most of those who pick lower 
scores should be among the low total scorers (Chase, 1978; Ebel, 1972). The 
discrimination index shows whether an item is really discriminating between those 
people with the best QOL (as shown by total QOL score) and those with poorer QOL. 
The larger the discrimination index, the better the item performs this task. Items with 
a discrimination index > .40 are acceptable, .20 - .39 can be accepted after 
improvement and < .20 should be discarded according to EbeTs criteria (Chase, 
1978).
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The aim of this process was to select the two ‘best’ items for each facet which 
would form a revised version of the scale. If there were more than two good items in 
a facet, the two best ones would be selected and the rest omitted. For the items which 
needed to be improved, some words in English and Thai, or Thai only, were changed 
or added to make the item more comprehensible. In cases where one or all items were 
poor and required discarding, they were rewritten by considering the facet definitions 
and the results of focus group interviews, as well as the comments of the sample and 
experts. Where there was a discrepancy between the results from both forms, the 
properties of items in the children’s form were considered to be of prior importance 
because the perceptions of the children are the main focus of this study, and because 
the questions in the carer’s form were generated from the children’s form.
The Appendix shows the wording of each item, the results of the outcome of 
this selection and revision procedure and illustrations are provided. For example, item 
1 “How much are you in pain or uncomfortable?” and item 2 “How often do you cry 
from pain?” show poor item-total correlations and the discrimination index is 
unacceptable so they must both be discarded. Furthermore, item 1 was a double- 
barrelled question, so needs to be rewritten to address only one aspect. However, the 
aspects of pain and discomfort which belonged to this facet need to be maintained for 
conceptual reasons, so they have been rewritten as follows: item 1: “ How much are 
you in pain from wounds or sickness?**; and item 2: “ How uncomfortable do you 
feel?”.
To summarize, from 62 items of the first version of the C-QOL, 30 items were 
accepted, 10 items were accepted after improvement, 4 were omitted, 4 were 
discarded and another 14 were rewritten. There will be 54 items in the revised 
version, containing two items for each of 26 facets, plus another two general QOL 
questions.
Discussion
This research shows that the WHOQOL conceptual framework and procedure for 
assessing quality of life is applicable to children. The WHOQOL domains and an 
additional domain on the political rights of children were examined and affirmed as 
relevant to the conceptualization of QOL among Thai children. The analysis of the 
quantitative data gained from focus group interviews showed that the children and
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mothers considered that the WHOQOL conceptual framework was important to the 
children’s QOL, hence it was adopted for this study. Then the questionnaires were 
developed from the qualitative results of focus group interviews. The development 
process of the C-QOL was based on the perception and experience of the children 
themselves and confirmed by mothers. It is a multi-dimensional and child-centred 
measure because children were used as key informants during the development and it 
has been designed specifically for children.
One of the issues pertinent to this work is about its applicability to children’s 
QOL worldwide. While it is known that the 25 facets of QOL included in the 
WHOQOL are with a few exceptions applicable to the QOL of children, there may be „ 
special features of this work which are specific to the cultural context in which it was 
carried out.
The WHOQOL group has agreed a procedure that can be used in the design 
and testing of related instruments and modules for special conditions that can be 
attached to the international core items of the adult form. This procedure recommends 
that before international adoption can take place, the same work must be carried out in 
three or more culturally diverse centres across the globe. The present study provides a 
model for carrying out this work with children in other countries and, as such, is the 
starting point for the fuller testing of an international children’s QOL measure. 
Children in this age range were found to be reliable reporters of their own quality of 
life and work should continue to develop similar measures with other ages. In 
addition, it will be worth trying this measure with older age groups to see how far it 
can be extended towards the upper age groups and to see the changes in mean scores 
of each facet when children are growing up.
The questionnaires were piloted on a small sample of 35 children and 30 
carers. A comparison of mean facet scores between the children and their carers 
showed significant differences on only seven out of 26 facets- the majority of these 
differences (four) being in the psychological domain. These differences may have 
been owing to internalization that has also been reported in previous research (Eiser,
1998), that is that parents are relatively accurate in their reports about manifest aspects 
of a child’s behaviour but are less able to report the internal feelings and thoughts of 
their children. Because of this limited ability of carers to assess quality of life in their
321
children, this underscores the need for children to be assessed in their own right, 
rather than by proxy.
The reliability of these measures was found to be good with respect to internal 
consistency and test-retest reliability. Face validity and content validity for children 
has also been confirmed. As a result of the small samples, a preliminary investigation 
of the discriminant validity of the measure among three groups of children has been 
carried out but the reliability of this promising result will need to be confirmed in 
larger samples. Concurrent validity will also need to be investigated with an 
appropriate measure.
During the time that this study was being conducted, other work on self- 
reported health-related QOL measures for children have been published. The Generic 
Child Quality of Life Measure (GCQ) developed by Collier and MacKinlay (1997), 
the CHQ-CF87 (Landgraf & Abetz, 1997), the TACQOL (Theunissen et. al., 1998), 
and the KINDL (Ravens-Sieberer & Bullinger,1998) indicate that there is a clear need 
for a range of accessible, self-report QOL measures for children. The GCQ, which 
covers the age group of the present target population, would be a good measure for the 
investigation of concurrent validity in the C-QOL and this will be an objective of a 
subsequent study.
In the current study, two forms of the C-QOL, a children’s form and a carer’s 
form, consisting of 54 items each, were developed. These will be used to gather data 
from urban children and construction workers’ children in Bangkok and the details of 
this survey will be reported in a further article.
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A p p e n d ix
Table 6: Items, facets, alpha coefficient o f  each facet and item analyses o f  he 






(C a re r ’s 
fo rm )













1. How much are you in 
pain or uncomfortable?
1. pain and 
discomfort
-.00 (-.14) .0341 0.22 .272 0 rewrite
2. How often do you cry 
from pain?
-.0261 0 .31C 0 rewrite
3. How strong do you 
think you are?
2. energy and 
fatigue
.24 (2 6 ) .2326 0.22 -.086 0 omit
4. How happy are you 
with your strength?
.1503 0.67 .4>53 0.63 improve
5. How easily do you 
get tired from playing?
-.0668 0 -.1161 -0.25 discard
6. To what extent does 
your energy allow you 
to be able to play as you 
want?
.2931 0.56 -.1157 -0.13 improve
7. How much do you 
feel fresh after you 
wake up in the 
morning?
3. sleep and 
rest
.32 (1 9 ) .4733 0.22 -.1134 0 improve
8. Can you get enough 
rest?
.3714 0.44 .4:38 0.13 accept
9. How often do you 
have enough rest?
.0390 0 .238 -0.25 discard
10. How much do you 




.56 (4 6 ) .4458 0.33 .5'53 0.13 accept
11. How often are you 
good-tempered?
.5333 0.44 .5*53 0.13 accept
12. How often are you 
joyful or cheerful?
.2497 0.44 .1'43 0.25 omit
13. How easy is it for 
you to remember the 
things you learn?
5. Learning .30 (1 5 ) .1098 0 .073 0 rewrite
14. How much do you 
feel tired or stressed of 
learning?
.2848 0.22 .164 -0.25 improve
15. How much are you 
proud o f yourself?
6. self-esteem .60 (2 3 ) .3618 0.22 .324 0.25 accept
16. How much are you 
valued by your parents?
.6250 0.67 -.107 0 accept
17. How much do you 
like the way you look?
7. body image .27 (5 0 ) .4129 0.33 .3113 0 accept
18. How much do you 
want to change how you 
look?







(C a re r ’s  
fo rm )


















.04 (-.06) -.1689 -0.22 .0486 0 rewrite
(T)
20. How often are you 
sad?
.2128 -0.22 .3829 0.38 rewrite
(T)
21. How happy are you 
about your ability to 
move?
9. mobility .47 (3 2 ) .5746 0.56 .3717 0.50 accept
22. How well are you 
able to move around?
.2311 0.22 .1484 0.63 accept
23. To what extent are 
you able to take care o f 
yourself?
10. activities 
o f daily living
.53 (2 4 ) .5407 0.33 .2034 0.13 accept
24. How satisfied are 
you to be able to take 
care o f yourself?
.3646 0.44 .2106 0.25 accept
25. How much do you 
need to take medicine 




-.33 (-.05) -.3573 -0.33 -.2905 0 rewrite
26. How often do you 
need to take medicine?
-.1806 -0.22 .3353 0 rewrite
27. To what extent is 
your life affected by 
cigarettes or other kinds 
o f addictive substances? 




.06 (-.23) .2416 0.44 -.0107 -0.13 improve
28. How much does 
contact with cigarettes 
or other kinds of 
addictive substances 
affect your happiness?
-.0763 0.22 .4122 -0.13 rewrite
29. How much do you 




.12 (-.10) -.1096 -0.11 -.2889 -0.13 rewrite
30. How much are you 
happy with your ability 
to help?
.3888 0.44 .2211 0.13 accept
31. How happy are you 




.68 (5 4 ) .7265 0.89 .3191 0.50 accept
32. How much do you 
feel your family is close 
together?
.5156 0.67 .6233 0.75 accept
33. How happy are you 
to be with your friends?
15. social 
support
.49 (.45) .5895 0.56 .3901 0.50 accept
34. How much are you 
sure that you can get 
help from your friends 
when you need it?
.1077 0.44 .5079 0 omit
35. Do you always have 
a friend to play with




Children’s form Carer’s form
Item Facet Children’s 
form 
















36. How much do you 




.60 (2 9 ) .7030 0.56 .6171 0.36 accept
37. How regular are you 
in being careful about 
your safety (e.g. 
fastening seat-belt, 
crossing the road at a 
Zebra crossing or a 
cross-over bridge)?
.4637 0.44 -.1760 0.13 improve
38. How happy are you 




.55 (6 5 ) .4489 0.44 .7181 0 accept
39. How much does 
your home provide 
comfort for you?
.4088 0.67 .2669 0.50 accept
40. Can your parents 
buy for you all the 




.59 (.46) .3735 0.22 .5174 -0.13 accept
41. How much are you 
satisfied with the things 
that are provided by 
your parents?
.5265 0.33 .2006 0 accept
42. How easily are you 
able to see a doctor 




.25 (5 4 ) .3456 0.33 .5367 0.13 accept
43. How much do you 
like the way they treat 
you at the health care 
centre or hospital that 
your parents usually 
take you to?
.1608 0 .1 1 .4656 0 rewrite
(T)
44. How often do you 
have the chance to 








.29 (3 8 ) .3539 0.44 .3984 0.13 accept
45. To what extent do 
you think you can get 
new information each 
day?
.0975 0.11 .3395 0 discard
46. How satisfied are 
you with the 
information you get 
from watching news or 
educational 
programmes?




Children’s form Carer’s form
Item Facet Children’s 
form 















47. How much do you 





• 5 5  ( 5 5 ) .6119 0.56 .4131 0.88 rewrite
48. How often do you 
have a chance to visit 
some nice places?
.3243 0.22 .4621 0.13 improve
49. To what extent does 
the environment (e.g. 
rubbish pile, polluted 




.39 (2 4 ) .0826 0.22 .0496 -0.13 rewrite
50. How happy are you 
with the environment 
around you?
.4363 0.22 .5246 0.25 accept
51. How convenient is 
it for you to go where 
you want?
23. transport .24 (4 6 ) .1319 0.22 .7107 0.36 improve
52. How satisfied are 
you with the mode of 
transport that your 
family usually use?
.2602 0.22 .2620 0.25 improve
53. To what extent does 
your religion make you 
happy?
24. religion .46 (4 8 ) .4998 0.33 .4820 0.50 accept
54. How satisfied are 
you with your religious 
practice (e.g. praying, 
giving food to a monk, 
going to a temple or 
church or mosque)?
.3194 0.33 .1481 -0.13 accept
55. To what extent does 
your religion make your 
life meaningful?
.2700 0.22 .3449 0.36 omit
56. If someone does 
something that you do 
not like (such as 
smoking near you, 
bullying you); how able 
are you to tell them that 
you do not like it?
25. the right 
to speak out
.55 (5 4 ) .1264 0 .5512 0.36 discard
57. To what extent are 
you allowed to express 
your ideas when you 
want to?
.4979 0.33 .2516 0.13 accept
58. How satisfied are 
you to be able to speak 
out when you want to?
.4660 0.44 .4869 0.25 accept
59. How much do you 
appreciate being a Thai 
citizen?
26. the right 
to have an 
identity







(C a re r ’s 
fo rm )










D iscr im i­
nation
index
60. How much do you 
think it is important to 
have family identity? 
(i.e. have a name, 
family name, birth 
certificate and been 
registered into a family 
legally)
.3775 0.44 .0021 0 rewrite
61. How is your general 
quality o f life?
general 
quality of life
.62 (6 0 ) .3596 0.33 .6399 0.13 accept
62. How satisfied are 
you with your health?
.5967 0.67 .6087 0.36 accept
Note :
Number of valid observations on children’s form = 29, carer’s form = 29
Corrected Item-Total Correlation = correlation of individual item with scale total omitting that
item
Rewrite (T) = rewriting the item in Thai only
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Glossary
1) A House Registration Certificate
2) A Birth Certificate
An official document issued by the 
local authority to certify that the family 
is living at the specified address. It also 
shows the name, age, occupation and 
other information of all members of the 
family. When a baby is bom into the 
family, or someone dies, moves in or 
moves out, the house owner is required 
to notify the authority within 24 hours 
in the case of death, and 15 days in the 
case of birth and relocation. The family 
is required to show this document 
whenever they make official contact 
with government institutions. 
(Department of Local Administration,
1999)
A legal document issued by the local 
authority to certify that a baby was 
born a Thai citizen. It contains the 
name, date, place of birth and his/her 
parents’ names. It is normally used as 
proof of identity of that person until 





first degree malnutrition 
second degree malnutrition 
third degree malnutrition
4) The least squares method or 
ordinary least squares method 
(OLS)
A condition resulting from a lack of 
food or the right type o f food, 
determined by comparing the child’s 
body weight with the standard or the 
norm for Thai people aged 1 day to 19 
years. Malnutrition can be classified at 
three levels, according to Weight for 
age, by Gomez’s classification 
(Department o f Health, Ministry of 
Public Health, 1987) i.e :- 
body weight > 90% of standard for 
Thai children by age 
body weight = 75-89 % o f standard 
body weight = 60-74 % o f standard 
body weight < 60 % o f standard
The statistical method which provides 
an estimated regression equation that 
minimises the sum of squared 
deviations between the observed values 
o f the dependent variable y t and the 
estimated values of the dependent 
variable j>, . This is the least squares 
criterion for choosing the equation that 
provides the best fit. If some other 
criterion was used, such as minimising 
the sum of the absolute deviations 
between y, and , a different equation 
would be obtained. In practice, the 
least squares method is the most widely 





7) A Welfare State
The condition when an assumption of 
the multiple regression analysis is 
violated. It is stated that “none of the 
independent variables is an exact linear 
combination of the other independent 
variables” (Berenson and Levine, 
1992; Harnett and Murphy, 1985). 
When the presence of muliticolinearity 
is severe, we have less confidence in 
the estimates of the coefficients.
The condition when an assumption of 
homoscedasticity of the multiple 
regression analysis is violated. This 
means that the variance of the error 
terms is not constant. We should be 
aware of this condition in cross- 
sectional data, due to differing 
locations and state legal codes or 
proportional errors in measuring 
independent variables (Harnett and 
Murphy, 1985).
A state in which organised power is 
deliberately used (through politics and 
administration) in an effort to modify 
the play of market forces in at least 
three directions: first, by guaranteeing 
individuals and families a minimum 
income irrespective of the market 
value of their property; second, by 
narrowing the extent of insecurity by 
enabling individuals and families to
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8) A family’s folder
meet certain “social contingencies” 
(for example, sickness, old age and 
unemployment) which would 
otherwise lead to individual and family 
crises; and third, by ensuring that all 
citizens, without distinction of status or 
class, are offered the best standards 
available in relation to a certain agreed 
range of social services (Briggs, 1961).
A file containing the personal 
information and medical records of a 
family’s members. The file is created 
when the family comes to seek health 
care, or when a community nurse pays 
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